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Abstract 

Articles that are written in a manner that 
is easily understandable by the lay press 
and that are effectively presented to the 
media by the medical journals in which 
they are published can receive a “ multi¬ 
plier” effect when the popular press 
reports the findings in news stories. This 
was the case with three articles con¬ 
cerning the RJ Reynolds advertising 
campaign using the “Old Joe” cartoon 
camel and its appeal to children that 
were published on 11 December 1991 in 
the Journal of the American Medical 
Association (JAMA). The editors of 
JAMA and the authors of one of the 
JAMA papers prepared carefully for 
subsequent press attention. The response 
by the lay press was overwhelmingly 
positive, indicating the potential for gen¬ 
erating substantial media coverage of 
scientific articles. 


We doit advertise 
tochildim 

Who are you kidding? 

The newspapers and magazines and billboards are filled with 
cigarette ads . Kids can't help but see them . 

How can you expect us to believe you're not trying to reach and 
influence our children? 

Were not surprised if many people feel this way—especially when 
years of negative publicity have made them totally cynical about our 
industry- 

Nevertheless, we’d like to set the record straight. 

First of all. we don't want young people to smoke. And we’re running 
ads aimed specifically at young people advising them that we think 
smoking is strictly for adults. 

Second; research shows that among all the factors that can influence 
a young person to start smoking, advertising is insignificant. Kids just 
don’t pay attention to cigarette ads, and that’s exactly as it should be. 

Finally—and this is sometimes hard for people outside the market¬ 
ing field to understand—all of our cigarette ads are what we call “brand 
advertising.” Its purpose is to get smokers of competitive products to 
switch to one of our brands, and to build the loyalty of those who already 
smoke one of our brands. 

At the present there are some 200 different cigarette brands for sale 
in the U.S. Many of them have only a very small fraction of the total 
cigarette market. Getting smokers to switch is virtually the only way a 
cigarette brand can meaningfully increase its business. 

That s why we don’t advertise to young people. 

Of course, if you’d like to share this ad with your children, that would 
be just fine with us. 


Legislative policy is largely driven by publ 
opinion, which is in pan shaped by the medi 
Recognising this, the tobacco industry h; 
chosen not to argue its case in the scientif 
literature, but rather directly in the media. F< 
years the industry has been successful 
convincing many Americans that tobacco u 
does not cause disease, but rather that tl 
relation between smoking and many illnesses 
merely a “statistical association.” This use - 
the media is exemplified by the industry’s fx: 
page advenisements claiming that the resul 
of the multiple risk factor intervention tri 
(MRFIT) proved that smoking did not lead * 
heart disease. 1 The success of the tobacc 
industry in distorting the cigarette and illne* 
“debate” has been further enhanced by a 
important consequence flowing from the re^ 
enue it provides to magazines for cigarer 
advertising. As Warner et al have recentl 
shown, magazines that print cigareti 
advertisements are less likely to print article 
about the hazards of smoking. 2 

Likewise, the^obacco industry has gone t 
great lengths to convince the public tht 
cigarette advertising does not promote smok 
ing and that its advertising is not directed t 
adolescents. This position, which is not sup 
portable by scientific evidence, has bee 
actively promoted to the public in full pag 
advertisements (figure 1). 

For public opinion and therefore publi 
policy to change the results of medical, be 
havioural, and social research about smokim 
must reach the public, not just the scientific 
community. Phillips et al have recently showr 
that press coverage of scientific literatur 
amplifies the transmission of research bori 
within and outside the scientific community. 

Aware of the multiplier effect of medi 
coverage of health related research, the editor 
and publisher of the Journal of the America . 
Medical Association (JAMA) have been able t 
focus attention on important public healtl 
issues in at least three ways: 

• Regular use of “theme issues” such as 
series of tobacco related issues in recen 
years 

• Use of media symposia at the time of th< 
release of these issues 

• Use of video news releases to increas* 
television coverage _of articles in th* 
journal. 4 


RJ. ReyrddsTobacco.Company 

figure 1 Advertisement by the R J Reynolds Tobacco Company that appeared in 
Time magazine on 9 April 1984 


A notable confluence of theme issue anc 
media promotion took place in New York Cit> 
with a press briefing entitled “Action agains’ 
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FIGURE 2 


smoking: politics, marketing, and treatment” 
regarding the 11 December 1991 issue of 
JAMA on tobacco. The event was timed to 
coincide with the lifting of JAMA's usual 
news embargo. Information outlining topics to 
be covered was released by the American 
Medical Association’s scientific information 
staff to press contacts in advance of the press 
conference. Selected authors of papers in the 
issue were invited to represent the subjects 
addressed. Questions that might be raised by 
the press about smoking cessation, tobacco 
advertising and marketing, and methods to 
decrease youth access to tobacco were re¬ 
searched and attempts were made to anticipate 
press reaction to these topics. 

Two of us with a paper in that theme issue 
(PMF, JWR) held a.separate press conference 
that coincided with the JAMA media event. 



FIGURE 3 Coverage of the JAMA articles in the Washington Post {left) and the 
Wall Street Journal (right) 


This study was specifically designed from its 
inception with attention to how the research 
might be covered in the popular press. 5 In 
earlier work we had shown that adolescents 
were very knowledgeable about cigarette ad¬ 
vertising themes and that this knowledge was 
directly associated with smoking rates. 6 In the 
study published in JAMA we sought to: 

• Investigate whether tobacco advertising is 
effective in reaching children much 
younger than had been previously shown 
who would be years away from starting 
smoking. Most previous research had 
looked at adolescents, the group during 
which cigarette experimentation first 
begins. The researchers believed, however, 
that it would be possible to show tobacco 
advertising effects in much younger chil¬ 
dren, who are perceived by the public to be 
both innocent and vulnerable 

• Use research methods that are intuitively 
understandable by the public. Research 
that cannot be understood is less likely to 
be covered by the press and may not be 
“translated” very well into lay parlance. 

• Compare cigarette advertising images with 
advertising that is known to be specifically 
targeted at young children. This would 
provide a useful reference for the public 
in understanding the effectiveness of the 
tobacco industry in reaching children audi¬ 
ences. 

» 

The study used a game played by 3- to 6- 
year-old children. The children were asked to 
match a series of product logos to one of 12 
products pictured on a gameboard. The study 
showed that even very young children had 
extremely high recognition of product logos. 
This was true for children’s products, cigar¬ 
ettes, and some adult products - that is, cars. 
The analysis that best captured the attention of 
the press was a comparison of the logo 
recognition of Mickey Mouse’s silhouette as it 
appears on the Disney Channel and the Old 
Joe Camel cartoon character (figure 2). By the 
age of 6 both were recognised by nearly 90 % 
of the children. 

The lay press was extremely helpful in 
multiplying the exposure of the JAMA 
research studies. Extensive articles were 
carried in most major newspapers (figure 3), 
weekly news magazines, radio, and each of 
the national television networks. It was also 
carried in the international press by outlets 
in Australia and Argentina, among others. 
One especially effective piece by Beth Nissen 
and Carol Williams of ABC World News 
Tonight highlighted a cute 3-year-old girl in 
a day care centre playing the logo recognition 
game and talking about the Old Joe cigarette 
cartoon character. 

Several newspaper cartoonists used the re¬ 
search finding to ridicule the tobacco 
industry’s position that advertising did not 
influence decisions by children to smoke 
(figures 4-10). 

Furthermore, because of the horrific thought 


Source: https://www.industrydocuments.ucsf.edu/docs/shhlOOOO 
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FIGURE 4 By 7V»» Toles of the Buffalo News. Reprinted with permission 



FIGURE 5 Reprinted with permission of Mike Luckovitch and Creators Syndicate 



FIGURE 7 By Wayne Stayskal of the Tampa 
Tribune. Reprinted with permission 



FIGURE 8 By Auth, copyright 1991 Philadelphia 
Inquirer. Reprinted with permission of Universal Press 
Syndicate. All rights reserved 


* 



FIGURE 9 By Kevin Spiers of the Charlotte 
Observer. Reproduced with permission 



figure 6 By Draper Hill of the Detroit News. 
Reprinted with permission of the Detroit News, a 
Gannett newspaper , copyright 1991 


that cigarette advertising is reaching and 
possibly influencing 3- to 6-year-old children, 
many members of the scientific community, 
the public, and the regulatory and legislative 
agencies, as well as the advertising and tobacco 
industries, are now taking a fresh look at 
tobacco advertising and promotion. A sub¬ 
sequent editorial in Advertising Age , a maga¬ 
zine which has traditionally argued that a 
tobacco advertising ban would be a violation 
of the First Amendment, claimed that “[by 
using] Old Joe... RJR is wrong and is courting 
disaster with these ads.*~The company has 
crossed the divide between its legal right to 
advertise and its unique social responsibility to 
the general public.... ” 7 

The success of the media’s negative view 
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FIGURE 10 By Vern Herschberger. Reprinted with permission of Stop Teenage 
Addiction to Tobacco ( STAT) 


toward the R J Reynolds “Old Joe” character 
is also evidenced by the company’s attempt to 
rebut the JAMA articles with a major cam¬ 
paign defending the tobacco industry’s party 
line about advertising and youth smoking 


behaviour. This strategy has received little 
attention or sympathy from the press. 

By appropriately publicising well crafted 
articles in the popular media, JAMA and the 
authors contributing to its latest tobacco 
control theme issue have amplified public 
awareness of important topics. Such collab¬ 
oration with the lay press can be very useful to 
tobacco control efforts. 89 
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Translations 
of abstract 


Les rapports entre la recherche sur la 
prevention du tabagisme, et la presse 
grand public 

Thomas P Houston et al 

Resume 

Lorsqu’ils sont presentes de maniere efficace aux media 
par les joumaux medicaux dans iesqueis its sont publics, 
ies articles scientifiques rediges dans un style facilement 
comprehensible par la presse grand public beneficient 
d’un effet “multiplicateur ”: la presse grand public 
reprend en effet les resultats de ces rccherches dans le 
cadre d’enquetes et d’articles sur ces sujets. 

Cela a ete les cas de trois articles conccmant la 
campagne de publicite de Reynolds utilisant le per- 
sonnage dcssine du chameau “Old Joe’’: ces articles 
qui insistaient sur Patti ranee des enfants pour pour ces 
annonces dessinees ont ete publies dans le numero du 
JAMA du II decembre 1991. Les editeurs du JAMA et 
les auteurs de Pun des articles s’etaient particulierement 
prepares pour obtenir une bonne couverture de la 
presse grand public. Celle-ci a repondu d’une mantere 
tout a fait positive, demontrant ainsi la possibility 
d’obtenir une couverture mediatique tres substanticlle 
pour des articles scientifiques relatifs a la Iutte contre le 
tabagisme. 


El publico, la prensa e investigaciones 
sobre el tabaco 

Thomas P Houston et al 

Resumen 

Los articulos escritos de manera que resulten facilmente 
comprensibles para la prensa no especializada y que son 
presentados con eficacia a los medios de difusion por las 
revistas medicas que los publican pueden recibir un 
efecto ** multiplicador ’* cuando la prensa popular 
comunica sus resultados en forma de reportajes. Esto 
fue lo que ocurrio con tres articulos referentes a la 
campana de publicidad de R J Reynolds basada en el 
dibujo comico del camello “Old Joe” y su atractivo 
para los ninos, los que se publicaron el 11 de diciembre 
de 1991 en el Journal of the American Medical 
Association (JAMA). Los editores de JAMA y los 
autores de uno de los articulos se prepararon cuidados- 
amente para la atencion posterior de la prensa. La 
respuesta de la prensa no especializada fue abruma- 
doramente positiva, lo que revela las posibilidades de 
generar una cobertura importante de los articulos 
cientificos por los medios de difusion. 
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COMMENTARY 


Putting women in the picture 


Bobbie Jacobson 


his article is based on a 
-.mentation delivered at 
eighth world conference 
tobacco or health in 
Audios Aires , Argentina , 

• </ March-3 April 1992 


Despite well documented gender differences in 
the uptake, maintenance, and promotion of 
smoking and differences in patterns of smoking 
related disease, many smoking and health 
campaigns are still surprisingly gender blind. 
This paper describes how the issue of women 
and tobacco was put on the map in the United 
Kingdom, and how it led to the development 
of a cohesive national group based within 
Action on Smoking and Health (ASH) in 
Britain. It also explores the relation between 
key British and international initiatives and 
draws on the lessons learnt so far. 

Four overlapping phases might usefully be 
defined to illustrate the history' of the British 
group. 


Before women existed 

The Royal College of Physicians’ first report 
Smoking and Health marked the beginning of 
the smoking and health era in 1962. 1 The 
1960s and 1970s might be characterised as the 
decades when women, and their smoking and 
health problems, were neither seen nor heard. 
Although issues of gender inequality were 
avidly discussed * by a revitalised women’s 
movement, cigarette smoking was not an issue. 
In the 'seventies health educators 
“discovered” women, and the United King¬ 
dom saw a series of mass media campaigns 
directed at smoking in pregnancy. Protecting 
the fetus was seen as synonymous to promoting 
women’s own health-even though the cam¬ 
paign was directed at a minority of women. To 
be fair to the campaigners of the time, there 
had been little or no research on the effects of 
smoking on women’s health; indeed, most 
longitudinal studies were in men and most 
intervention studies did not, on the whole, 
look for gender differences. 

Indeed, this period was characterised by the 
assumption. - usually implicit - that the world 
was conveniently divided into smokers and 
non-smokers (with occasional reference to ex¬ 
smokers) and that for the purposes of cam¬ 
paigning, women were not distinguishable 
from men. 


{ »iy and Hackney 
Health Authority, 
Leonard’s, 

{ '»ndon N1 5LS, 

1 nited Kingdom 
Licofason 


The informal phase 

The beginning of the.second phase was marked 
by the publication of the world’s first in¬ 
ternational analysis of the health effects and 
politics of women and tobacco: The Ladykillers 
- Why Smoking is a Feminist Issuer This book, 
published at about the same time as the 1980 
US Surgeon General’s report The Health 
Consequences of Smoking for Women f achieved 
very high levels of media coverage both 
nationally and internationally and radically 


shifted the focus of editorial coverage away 
from smoking in pregnancy towards women’s 
own health. Its international impact was prob¬ 
ably greater than that of the Surgeon General’s 
report because of its active promotion and 
popular, readable style. It was followed by an 
equally populist book Beating the Ladykillers , 
published in 1988. 4 Women activists within 
the smoking and health movement were fired 
with enthusiasm for change, individually at 
first, and then collectively. The establishment 
of an active group was still one year away. 
Hostility and defensiveness characterised the 
reception given to the book by the smoking 
and health establishment and by the wider 
women’s movement. 

Against this backdrop an informal caucus of 
six British women - including myself - began 
to take shape in 1982. The Scots were the first 
to act. The springboard for action was the 
willingness of the then director of the former 
Scottish Health Education Group (SHEG), 
Dr David Player, who had been oJhvinced that 
it was time to redress the gender imbalance and 
launch an initiative focusing specifically on 
women rather than on the fetus as before. He 
stated that he washed to obtain advice from our 
embryonic group on how to run it. We thus 
became known as the SHEG Consultative 
Group on Women and Smoking. We were a 
cohesive group that functioned well without 
the formality of a constitution or a chair and 
executive. We delegated work among ourselves 
effectively. But SHEG also commissioned 
its advertising research team to conduct some 
small scale, qualitative research at the same 
time, which was to inform the Scottish cam¬ 
paign. The researchers - who were men - 
concluded that women were more likely than 
men to be preoccupied with what they saw as 
the “trivial,” day to day domestic tasks such as 
“getting the children to school,” cleaning, and 
shopping. Our own advice suggested the 
contrary - that women’s concerns were so 
deeply embedded in protecting their family’s 
long term health, they were probably even 
more receptive than men to long term health 
arguments. The researchers, however, recom¬ 
mended that the campaign on women should 
focus on short term issues and not on longer 
term health concerns. In the event, changes in 
SHEG’s leadership led to the campaign being 
scrapped. The first lesson we learned was 
that informality in a man’s world leads to 
invisibility. 


The marginal phase 

The group maintained contact and supported 
mutual efforts to produce women centred 
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materials (some naive, some more sophisti¬ 
cated) and helped launch the first World 
Health Organisation (WHO)-sponsored inter¬ 
national conference on women’s health, which 
devoted a small comer of its activities to 
smoking and health. The fifth world con¬ 
ference on smoking and health in Winnipeg in 
1983 helped recharge our batteries with the 
first major session ever devoted to smoking and 
feminism. It was probably the best attended 
session at the whole conference, with over 100 
people from every continent in the world. The 
focus on women’s issues at Winnipeg led many 
countries to take action on women and smoking 
-especially in Canada and Australia. The 
women from the United Kingdom felt that the 
time had come to leam from their mistakes in 
Scotland and proposed that a subcommittee of 
ASH on Women and Smoking be established. 
This was agreed by the ASH executive in 
1984. The group’s remit was a mixture of 
promoting discussion of relevant issues and 
promoting action to reduce smoking by women 
in the United Kingdom. We hoped that being 
integrated under the ASH umbrella would 
give the group a clearer, more authoritative 
voice for women within the smoking and health 
movement generally. 

The group’s convener, Dr Eileen Crofton, 
and its members were hardworking and pro¬ 
duced a widely renowned Handbook for Action 
on Women and Smoking , s which led to a similar 
Canadian initiative sponsored by the Canadian 
government. The group slowly extended its 
network outside the traditional medical and 
health fields, and meetings became lively 
sessions for exchange of information on new 
research findings and educational initiatives. 
The group functioned largely as an auton¬ 
omous unit within ASH. It was not involved in 
ASH’s mainstream activities and ASH did not 
interfere with its work. After three or four 
years it was clear that the balance between the 
group’s activist work and its information 
exchange function had shifted heavily towards 
information exchange. This was not what we 
had intended at the outset. We had hoped that 
the group would act primarily as a catalyst for 
action from within the smoking and health and 
women’s movements. Although there had been 
a number of positive changes - such as more 
research on gender differences, the appearance 
of materials oriented towards women as well as 
men in smoking education programmes, and 
specific targeting of girls in educational mat¬ 
erials for young women - there was still little 
evidence of real integration of gender issues 
into either ASH’s work or that of other 
similarly national bodies. There was additional 
concern that the ASH Working Party on 
Women and Smoking had inadvertently be¬ 
come a “women’s ghetto” where issues which 
should have been debated, and acted on much 
more widely, were aired only within the 
confines of “the converted few”. 


Formalising the work programme 

In 1987 the seventh world conference on 
tobacco and health in Perth, Australia, marked 


a major change in direction for those sup¬ 
porting action on women, tobacco, and health. 
The conference saw the launch of an ambitious 
new idea: the International Network of 
Women Against Tobacco (INWAT), which 
was the inspiration of Deborah McClellan, 
Anti-Tobacco Coordinator of the American 
Public Health Association. It held its inaugural 
meeting in Australia against a world conference 
backdrop where nine out of 10 plenary 
speakers were men. Women (and a few men) 
from 60 countries and all continents of the 
world pledged to support the aims of INWAT, 
which are to reduce tobacco related disease in 
women around the world with special emphasis 
on freeing them from tobacco promotion. 

The birth of INWAT created a new focus 
and wider purpose for the members of the 
ASH Women’s Committee in the United 
Kingdom. But the momentum created by 
INWAT was insufficient. By the late 1980s it 
was clear that the nature of the UK group’s 
work would have to change or it would risk 
losing momentum. We therefore agreed to use 
the obvious expertise of the group members 
more effectively, and we defined a work 
programme comprising a series of expert 
reports covering issues which were either 
controversial or required a proper scientific 
airing. This revitalised the group, which is still 
actively engaged in producing these reports. 
Two have been published so far -Teenage 
Girls and Smoking* and Smoke Still Gets in Her 
Eyes , T a survey of cigarette advertising policy 
and smoking and J^ealth coverage in women’s 
media. The next report to be published shortly, 
Her Share of Misfortune , 8 is the first report to 
emerge from the smoking and health lobby,pf 
^he United Kingdom that specifically attempts 
to address the class and ethnic divide in 
smoking and smoking related disease among 
women. Also in the pipeline are two further 
reports on smoking in pregnancy, and smoking 
and older women. 

The reports published so far have been 
widely quoted in the media and have been used 
as a resource by large numbers of policy 
makers, health professionals, and some 
women’s organisations. It addition to the 
expertise of the ASH group, we have raised 
money from independent sources outside ASH 
such as the English Health Education Auth¬ 
ority (HEA), the British Medical Association 
(BMA), and the Cancer Research Campaign, 
to cover production, further research, evalu¬ 
ation, and dissemination costs. 

The most recent phase in our “ feminisation 
of tobacco control policy” has been to for¬ 
malise further our relationship with our parent 
body, ASH. In a review of the last six years of 
our work it was clear that while good work had 
been done, there was no clear link with either 
ASH policy or ASH’s decision making ma¬ 
chinery. The group had essentially worked on 
its own. Despite able support from ASH’s 
information officer, the convener and group 
members did nearly all of the group’s work, 
including fundraising outside the organisation. 
At a time when ASH was itself under new 
leadership and undergoing a review of h s 
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policies and practice, the ASH Working Party 
on Women also undertook to review its own 
work and its role in ASH’s future. 

We now have a much more clearly defined 
input into ASH’s executive structure and have 
a designated ASH Officer, the ASH Women’s 
Development Officer, part of whose job is to 
support the work and action of the ASH 
Women and Smoking Working Party. The 
group’s convener is now a member of the ASH 
Executive Committee, and ASH’s new director 
is also a member of the group. Communi¬ 
cations have improved and the group plans to 
extend its research forum to wider audiences 
by holding seminars on key issues during the 
year. There is now evidence that the women 
and smoking “ghetto” is giving way to a more 
integrated approach to the issues. The cam¬ 
paign on the European Directive to ban ciga¬ 
rette advertising has incorporated the findings 
of our survey of women’s media, 7 which has 
effectively been used by ASH, the BMA, and 
the HEA. 

Perhaps our most significant achievement to 
date has been to involve the key organisations 
in the British anti-poverty lobby in a seminar 
to consult on our latest expert report Her 
Share of Misfortune , which explores the causes 
and action needed to sever the connection 
between women, smoking, and low income. 8 
This is probably the first time in the history of 
the smoking and health campaign in the United 
Kingdom that organisations such as ASH and 
others that are committed to “single issue” 
campaigns have met with those with a much 
wider public health brief to discuss how social 
and fiscal policy might be used to promote 
women’s health. It has also triggered a broader 
debate within ASH on how to tackle the 
glaring inequalities in smoking prevalence that 
are ingrained in British society. The work of 
the British group has fed into and been 
influenced by the growing international rec¬ 
ognition of the importance of tobacco use in 
relation to women’s health. The members of 
the group have featured strongly in INWAT’s 
work and its second major meeting at the 
recent eighth world conference on tobacco or 
health held in Buenos Aires. INWAT’s influ¬ 
ence on the smoking and health movement is 
now apparent; its hard behind the scenes work 
before the conference led to a welcome increase 
in major presentations from women to 30%, 
compared with 8% at the seventh world 
conference. Its recommendations to the In¬ 
ternational Union Against Cancer (UICC) to 
produce an expert report was heard, and 
WHO, under the direction of Claire Chollat- 
Traquet, has also produced WHO’s first, much 


needed if overdue report Women and Tobacco . 9 
UICC through the farsighted offices of 
Michael Wood and the Ulster Cancer Foun¬ 
dation have taken a further step forward by 
convening the first international conference on 
women, tobacco, and health to be held in 
Northern Ireland this October. 


Conclusions 

The following conclusions can, so far, be 
drawn from the history and experience of the 
ASH Working Party on Women and Smoking 
in the United Kingdom. 

# Informality in the face of a well organised 
bureaucracy or hierarchy does not further the 
cause of women’s health. Formal relationships 
are required. 

# The aim must be for integration both of the 
action as well as policies on women within the 
biainstream of smoking control policy. How 
this may be achieved differs from country to 
country, but it serves no useful purpose to 
maintain a select women’s “ghetto” outside 
the mainstream of policy making. The price to 
be paid by such integration may be less firm 
links with women’s organisations or other 
public health networks. Efforts must be made 
to avoid this division. 

# Although the ASH Working Party on 
Women and Smoking has often taken a back 
seat in the policy making vehicle in the United 
Kingdom, it has ensured some continuity in 
research, information exchange, *and action 
over the years. This has not always been 
achieved in other countries where higher 
profile campaigns have come and gone, cre¬ 
ating an impression that women and smoking 
had “been done” last year, a bit like the 
stereotype of the North American who believes 
it is possible to “do Europe” in 10 days. 


1 Royal College of Physicians. Smofc’rqj and health. A report of 

the Royal College of Physicians. London: Pitman Medical, 
1962. 
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London: Pluto Press, 1981. 

3 US Department of Health and Human Services. The health 
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Surgeon General. Washington DC: US Department of 
Health and Human Services, 1980. 
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London; Gollancz, 1988. 

5 ASH Women and Smoking Group. Women and smoking. A 

handbook for action. London: Health Education Auth¬ 
ority, 1986. 
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and smoking. London: British Medical Association, 1991. 
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FROM THE EIGHTH WORLD CONFERENCE ON TOBACCO OR HEALTH 


Building support for tobacco control 


William H Foege 


This speech was delivered at a plenary session on 
the closing day of the eighth world conference on 
tobacco or health in Buenos Aires , Argentina , 30 
Marck-3 April 1992 



Carter Center of 
Emory University, 
One Copenhill, 
Atlanta, Georgia 
30307, USA 
W H Foege 


Introduction 

This week has reinforced our desire for tobacco 
control while at the same time providing us 
with examples of solutions that actually work. 
Yet we know that successful health pro¬ 
grammes require more than a demonstrated 
need and viable solutions. For example, 
measles may be the most lethal micro-organism 
the world has ever known. Thirty years after a 
safe, effective, and inexpensive vaccine became 
available we are now only beginning to make 
full use of it. Even more dramatic was the 180 
year gap between the first smallpox vaccination 
by Edward Jenner and global smallpox eradi¬ 
cation. 

It takes more than a need anci the scientific 
tools to control a health problem. It also takes 
social will - the willingness to pay the price. 

George Bernard Shaw once said that the 
worst sin is not to hate people but to be 
indifferent. That is the essence of inhumanity, 
and the essence of our challenge.. .to overcome 
indifference. 

Social will is building for tobacco control, 
but it is not yet sufficient to effectively counter 
the strong forces promoting tobacco. Even the 
group collected in this room will sometimes 
lose heart. 

Sometimes it gets us angry that we need to 
take the time, to spend the resources, to use the 
energy to attend a meeting such as this. A 
meeting that should be totally unnecessary. 

Sometimes it gets us angry to see the 
collective wisdom, talent, and creativity in this 
room which must be devoted to a problem that 
shouldn’t exist. 

Sometimes we feel overwhelmed at the basic 
health needs which go unmet because we must 
divert our medical resources to treat chronic 
respiratory disease, lung cancer, and tobacco 
induced cardiovascular disease. 

Sometimes we can’t believe that there really 
are people willing to make their money by 
causing other people death and suffering. 

As we think today about improving that social 
will, it is helpful to ask: 

(1) What are the core problems? 

(2) What are our core objectives ? 

(3) What are some of our priority interven¬ 
tions? 

(4) What more should we do at this point? 


Core problems 

When we are finished talking at this 
conference...when the last word has been said 
about numbers that we can’t comprehend...(I 
can’t comprehend 3 million and more deaths a 
year or even 10000 funerals a day of tobacco 
victims. But I can comprehend one such 
funeral for a family member because I have 
gone through that)...when we have told our 
final story of loved ones gasping for breath as 
they lose forever their anticipated retirement 
to enjoy grandchildren... when we have 
finished every anecdote...we finally get to the 
core of our dilemma. We get to the two human 
conditions that have forced us together this 
week. ADDICTION and GREED. 

What can we do about addiction ? We must of 
course bring all of the support we can muster, 
to never give up^bn people, and to provide 
understanding rather than condemnation. We 
must focus our anger constructively, rather 
than blindly, at those caught in this terrible 
\rap. I recently hurt the feelings of a smoker by 
expressing my exasperation and felt great 
regret. There is never an excuse for bad 
manners and we need to recognise that often 
smokers are as frustrated as we are. 

I know the hold of tobacco and am one of the 
few people I know who actually used to smoke 
in the shower. To do that requires two things: 
great addiction and great height.* 

To this addiction we need to bring all of the 
science that is possible. The evidence is 
convincing. Most people don’t smoke because 
they want to. They smoke because they can’t 
stop. We need to bring science to bear so that 
stopping can be a free choice. 

Third, we need to use what we alread} 
know in prevention. When I think of pre¬ 
vention I think of Hugh McCabe, a high 
school coach, who before dying of lung cancel 
said, “one of the hardest lessons to react 
teenagers is that it is not the last pack o: 
cigarettes that kills, but the first. ” 

Prevention must be the rallying cry of thh 
group, of a caring society, and of an efficien’ 
public health strategy. 

What*can we do about greed? We need to bt 
realistic about what can’x. be done. We can' 
neutralise greed. It has been said that avarice b 
the sphincter of the heart and that it is no 


* The author is 6 '7" tali.— ed. 2501234624 
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amenable to surgery. We have 4000 years of 
written history to convince us that a strategy 
based on convening tobacco executives or 
advenising executives is a strategy of failure. 
There are plenty of greedy people waiting in 
the wings to take their places. 

But we can draw boundaries within which 
greed must be cunailed for the good of society. 
We can help define what is acceptable. We can 
define the ways in which you cannot hurt other 
people. We can continue to improve our 
definition of abuse. It is time for us to make 
clear that these executives are abusers - child 
abusers, adult abusers, family abusers. 

History, for all its complexity, teaches us that 
there is a very simple definition of civilisation. 
It does not depend on knowledge, technology, 
power, happiness, or control. Rather, the 
criterion for measuring civilisation is based on 
how people treat each other. How we treat each 
other defines a civilised society, a civilised 
organisation, a civilised company, or a civilised 
person. While we often fall short, we keep it as 
our objective, one of our many differences with 
the tobacco interests. 

So to the problems of addiction and greed 
we bring solutions of hope and civilisation. 
Our strategy must build on the strategy that 
had led to the. improvement of civilisation, 
where people of vision, willing to go beyond 
their own self interest, developed laws, niles, 
and customs that are in the best interest of all. 

Those of us in public health must ask how to 
best use our specific training for this effort. 
The basic science of public health is epi¬ 
demiology, and for a good reason. Epidemi¬ 
ology provides an interpretation of conditions 
but also suggests intervention strategies. We 
all practise epidemiology every day, as we 
compare risks and benefits, make choices on 
the foods we all eat, decide on whether to wear 
seat belts or not, and make decisions on the use 
of our time. In many ways, epidemiology is the 
“civilising science” because it provides the 
interface between basic science and public 
policy. It becomes our tool in taking the truths 
of tobacco and disease and developing public 
policy that protects free will and choice, but 
also protects people. It helps us do what 
civilised people should do: be concerned about 
how we treat each other. 


Core objectives 

If our core problems are addiction and greed, 
what are the objectives we need in order to 
build social will? They actually are quite 
simple. We are NOT trying to drive people out 
of business. We are NOT trying to infringe on 
free will. We are NOT trying to impose our 
beliefs. 

Our objectives are instead positive. We are 
attempting to provide everyone with the best 
quality and quantity of life possible. We are 
trying to increase freedom, so smoking is truly 
a choice arid not a form of bondage. And we are 
trying to exercise one of the responsibilities of 
parenthood, and that is to protect children 
from harm. 


Some key interventions 

We have heard this week about many possibili¬ 
ties and many activities. There is a distinct 
advantage to multiple projects and simul¬ 
taneously there are advantages to focusing on 
some priority interventions. If we understand 
prevention to be the most effective strategy, 
then one of our most important interventions 
has to be a cessation of tobacco advertising. 

Of all the things that will confuse historians 
of the next century, certainly the idea of a 
lethal product, a product of illness and despair, 
peddled to youngsters for the profit of the 
pedlar, will be the most confusing. It would be 
like now finding that polio was intentionally 
being spread in the 1950s by the manufacturers 
of iron lungs. 

No single country can effectively stand up to 
the tobacco companies. Therefore, we should 
aim at nothing less than a global coalition to 
stop tobacco advertising. While this should be 
spearheaded by the World Health Organis¬ 
ation, it must be simultaneously pursued in 
every country. If Nigeria, for example, bans 
tobacco advertising, how can they avoid hurt¬ 
ing themselves by not having access to in¬ 
ternational magazines? One solution is that 
they could ban magazines with tobacco ad¬ 
vertising, the law to go into effect when 50 
other countries have passed similar laws. 
Magazines are not going to accept an alterna¬ 
tive of stopping distribution in 50 countries at 
one time. We could help, of course, by 
developing model legislation to be shared with 
health ministries around the wofld. 

We have often provided assistance to the 
tobacco companies by confronting them one 
state or one country at a time. It is time to 
mount simultaneous action in every state and 
in every country. If they have to spread their 
resources, their legal talent, and their abilities 
to 100 or 200 hotspots at a time, they are going 
to lose more encounters. 

A second priority prevention intervention is 
taxation. We have sufficient evidence that 
taxation alone has value in reducing tobacco 
demand, but, in addition, we now have ex¬ 
perience showing that the combination of 
taxation and the use of some of the revenue for 
health education provides a powerful impact 
on smoking rates. The California experience of 
doubling the rate of smoking cessation is an 
example that should be replicated elsewhere. 
We need to rally public and political support 
for this demonstrated approach because it 
appears to be one of the most efficient health 
promotion strategies we have seen to date. 

Third, if prevention is to get its proper 
place, we need to continue work on school 
materials that are useful globally. The last 
decade has seen great strides in effective anti¬ 
tobacco curricula development. Our challenge 
is replication across cultures. 

But most of all, we must promote common 
sense. Because tobacco is so damaging, peeple 
have a right to know what risks they are taking 
before they start, while they still have free will. 
Because tobacco is damaging to people in the 
vicinity of the smoker, these people deserve 
protection. If people make an informed choice, 
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they have chat right. But if children make an 
uninformed choice, or if non-smokers are 
exposed against their will, tobacco companies 
should be held responsible. If there is a place 
for ridicule, it is of the tobacco and advertising 
executives, who know what they are doing, but 
are willing, daily, to kill for money. Why do we 
continue to deal with them as if their actions 
are socially acceptable? 


What more should we do? 

Churchill once advised, “Play for more than 
you can afford to lose and you will learn the 
rules of the game. ” Ten thousand lives a day is 
more than we can afford to lose so we must 
learn the rules of the game. What are the rules 
to implement the above interventions ? 

First, we must continue to provide factual, 
scientifically sound information to the public. 
There has recently been a great deal of 
publicity over the fact that gunshot deaths now 
exceed highway deaths in Texas. Most people 
have no idea that tobacco kills 10 people for 
every person losing their life on the highways. 
Why not have local health departments periodi¬ 
cally compare tobacco deaths for their city, 
county, or state with deaths from cars, guns, or 
other causes that merit media attention? 

Sam Levenson once said that it is not hard to 
be brilliant. He said, think of something very 
stupid and do the opposite. It is very stupid, 
ultimately, to tell people they are having fun 
when they die early, can’t enjoy their grand¬ 
children, or suffer the agony of emphysema. 
How can we be brilliant ? By telling the truth. 
Let’s keep repeating the truth with the know¬ 
ledge that Sheik Rahman was right: “ falsehood 
wins the first battle and truth the last. ” Let’s 
hear more from those with a diagnosis of lung 
cancer and hear what they would give for more 
time with their families or a night with their 
friends. 

To paraphrase the Swiss philosopher Henri 
Frederic Amiel, truth may be violated by the 
falsehood of the tobacco companies, but it is 
outraged by the silence of those who know 
better, be they scientists or politicians. Kipling 
reminded us that “ words are the most power¬ 
ful drug used by mankind.” Even more 
powerful than nicotine. We must use them 
carefully and well. 

Second, we need to use and support the 
medical and public health systems that have 
been so effective in controlling other health 
problems. 

Alan Blum started something important 
when he,devoted an entire issue of the New 
York State Journal of Medicine to the health 
effects of tobacco. We can now accept it as 
appropriate that the Journal of the American 
Medical Association and the American Journal 
of Public Health do the same thing. 

The US Public Health Service has provided 
almost 30 years of annual Surgeon General’s 
reports on tobacco, and state and local health 
departments are increasingly involved in 
tobacco control in ways that are as natural as 
communicable disease control. 

Now the international public health system, 
under the direction of the World Health 


Organisation, is joining the battle. Global 
health experience is immense but recent. 
Fifteen years ago the world had never eradi¬ 
cated a disease, and six years ago the world had 
not reached a majority of children with im¬ 
munisation. Now it has. 

There are similarities between child im¬ 
munisation and tobacco control which should 
be exploited. Both require global surveillance 
systems to measure the problem, intervention 
effects, and trends. Both need to develop 
coalitions between health systems and other 
parts of society, both within and between 
countries. Both need to effectively mobilise 
societies to participate in control efforts. Both 
need to mobilise political support. Both need 
to promote the idea that we are all in this 
together - that is, to promote globalism. 
Einstein once called nationalism an infantile 
disease, the “measles of mankind. ” It requires 
the maturity of globalism to counteract the 
global problem of tobacco use. 

But there are also differences which we need 
to understand. The enemy in tobacco use is not 
nature, it is people. The long incubation period 
from first exposure to disease requires a new 
way of thinking. There are profits in opposition 
to tobacco control, for both individuals and 
governments, which makes this more com¬ 
plicated than measles control. 

The public health community should hold 
tobacco companies to the same rules we require 
of other companies. In the United States 
parents cannot have their child immunised in a 
public clinic without signing a form indicating 
they understand %11 of the possible adverse 
effects of that product. Shouldn’t we make 
sure that a person is at least that well educated 
before smoking? 

v Third, in addition to educating the public 
and support our proved public health systems, 
we should effectively use the tremendous 
power that has developed in the spectrum ol 
grassroots tobacco control groups. Henry Ford 
once noted that there are two types of people: 
those who think they can and those who think 
they can’t...and they are both right. We are 
increasingly becoming groups who think they 
can. These groups are complementary tc 
health departments as they promote sociai 
mobilisation, effectively mobilise political in¬ 
volvement, and stimulate medical profes¬ 
sionals. They need our support as much as we 
need theirs. 

Finally, what is the major lesson of medi¬ 
cine? The major lesson of medicine is that this 
is not a fatalistic world: it is possible to plan £ 
rational future. We can change what was once 
regarded as inevitable, such as smallpox 
measles, polio, and now even the effects o: 
tobacco. 

Every cigarette that is promoted contributes 
to an irrational future. It is the theft of lift 
from those who never had a chance to make £ 
choice. A theft of life from their families whe 
depended on a full working life. A theft of lift 
from grandchildren who deserved the counse 
of a grandparent. 

When tobacco companies promote the joy' 
of smoking, it is not just a lie to consumers 
although that is bad enough. It is also ar 
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implied indictment of science and scientists. 
Their advertising says we don’t know what we 
are talking about. It is a challenge to our 
truthfulness and assumes that we are mis¬ 
leading our children and our patients. Take it 
personally. 


But don’t lose heart. In the words of Will 
Durant, “Civilization is the precarious labor 
of a minority. ” Work with the conviction that, 
even with a minority, it is possible to plan a 
rational and civilised future. That is our 
challenge. 
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ad watch 


Targeting kids? Who, us? 


Send original examples of 
material for Ad Watch to 
Simon Chapman at the 
address given on the inside 
front cover . 


Cigarette advertising in video arcades 

After working in the field of tobacco control 
for a few years, people invariably learn this 
maxim: soon after you see a tobacco ad¬ 
vertisement which, in your greatest imagin¬ 
ation, cannot be surpassed in terms of deceit, 
hypocrisy, or malevolence, you find one even 
more outrageous. That’s why we expect the 
competition to heat up for profiling tobacco 
ads in Ad Watch. 

Some of the best examples of outrageous 
advertisements are those that target kids. Of 
course the tobacco and advertising industries 
deny that they target kids. RJ Reynolds 
purchased advertising space in newspapers 
and magazines across the United States to tell 
readers, “We don’t advertise to children” (see 
p 118). The Tobacco Institute, representing 
the major US cigarette manufacturers, has 
launched a campaign promoting the concept 


Smoking Should Not Be 
A Part Of Growing Up 



A Free Guide For Parents 


Parent* know that sometimes it‘5 hard to talk to 
kid* alxnu tough issues The choices kids make are 
often influenced by peer pressure Parents can give 
their children the guidance they need to reduce that 
peer pressure 

Tile tobacco industry believes that smoking 
should nix he a pan of growing up So. for advice on 
programs to help parents talk to their kid* about 
tough issues like smoking, it Iws I tonight together 
a group ot educator, to lorm the f'amili COURSE 
Consortium W«xkmg with the Consortium, the 
mdtism is nflcnm* a tree booklet to help parents help 
their children cope with peer pressure 

Tobacco Helping Vmith Nn No" isonly one pan 


of wide-ranging tobacco industry programs to 
discourage youth smoking The industry has 
strengthened its marketing code and supports new 
state laws to reduce access to cigarettes by young 
people And. the industry has a program to provide 
retailers with materials to help them comply with 
state laws prohibiting the sales of cigarettes to those 


who are underage Look for ■ 
whenner cigarette* are sold k 
For vour free copy of H 
Tobacco Helping Youth 
Niv No. return the coupon 
toda* Orcall U#X). ^2-9099 


■displayed 



Tobacco Institute advertisement , Time magazine , 2 March 1992 


that “ Smoking should not be a part of growing 
up” (figure). The industry offers programmes 
“to help parents talk to their kids about tough 
issues like smoking.” Well, I wonder if the 
industry’s programmes advise parents on how 
to deal with tobacco promotions in video 
arcades. 

Last August I attended a public health 
conference in Traverse City, one of the most 
popular resorts in the state of Michigan. My 
wife and two sons, then aged three and five 
years, came with me. After the conference 
ended we took our kids to the nearby Pebble 
Brook Fun Park at US Highway 31 North at 
Four Mile Road. The park includes go cans 
(small, motorised vehicles for use by children), 
a video arcade, bumper boats (small, motorised, 
rubber boats designed to withstand collisions 
by pediatric pilots), and a four acre, 36 hole, 
miniature golf course described in the park’s 
brochure as “both challenging and fun for the 
entire family. ” 

After playing a round of miniature golf we 
headed towards the video arcade across a small 
parking lot (see figures). The arcade was next 
to the small pond of bumper boats. A sign 
saying “game cabin” welcomed us to the 
arcade, in the front of which*was a small, 
mechanical pony ride for toddlers. Within the 
arcade, next to electronic video games, was a 
basketball game sponsored by Newport cigar¬ 
ettes (manufactured by Lorillard). The brand 
name appeared on the backboard just above 
the basket and, along with the brand’s ad¬ 
vertising logo (“Alive with Pleasure”), on the 
green cloth barrier that faces the player. 

What would the industry say about this 
promotion? “Only adults enter video 
arcades.” “The Newport sponsorship only 
gets people to switch from one video game to 
another.” “The health warning (on the side of 
the game, facing the wall) educates players 
about the alleged health risks of smoking.” 
“Basketball should not be a part of growing 
up. ”—ED 


[Note: A photograph of another Newport bas¬ 
ketball game, identical to the one described here , 
appeared in the Autumn 1990 issue of Tobacco 
and Youth Reporter, published by Stop Teenage 
Addiction to Tobacco (STAT), based in Spring- 
field , Massachusetts , USA.] 


In last issue’s Ad Watch the Legend 
advertisement was kindly sent in by Dr 
SG Vaidya, Honorary Secretary of the 
Goa Cancer Society, India.—sc 
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Willy the Penguin and Joe Camel duke 
it out for the youth market 

In cigarette advertising, imitation is the sin- 
cdrest indication that a campaign is working. 
So it is no surprise that RJR Nabisco’s 
Joe Camel cartoon now has a rival for the 
youth market: Willy the Penguin, the new ad¬ 
vertising mascot for Brown and Williamson’s 
Kool cigarettes. 

RJR Nabisco introduced Joe Camel in late 
1987. As documented last December in the 
Journal of the American Medical Association 
(see p 118), this campaign has significantly 
influenced the attitudes of children about 
smoking: even very young children had a high 
recognition of the cartoon camel, and this is 
being translated into substantial market share 
gains for Camel cigarettes among the illegal 
youth market. Whereas before the cartoon 
campaign Camel’s share of the youth market 
was less than 1 %, it is now nearly a third. 
There is also evidence that overall teenage 
smoking rates have increased since this cam¬ 
paign was introduced. 

A little over a year ago the original Joe 
Camel was joined by several other cartoon 
camels with decidedly African-American fea¬ 
tures in a band called the “ Hard Pack. ” Young 
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Billboard in South Richmond, Virginia 


African-Americans seem to be the target for 
this campaign. 

The Hard Pack campaign is an arrow aimed 
at the heart of Brown and Williamson. Its 
flagship Kool brand is the fourth best selling 
cigarette nationally aftd has a disproportionate 
share of the market among black smokers. 
Over the past year Kool’s market share has 



Advertisement in the Richmond Times-Dispatch, 

25 November 1991 2501234630 
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slipped from 6% to 4*9%. Willy the Penguin 
is the company’s effort to staunch its market 
share losses and to recruit replacements for the 
brand’s older smokers who die, quit, or defect 
to other brands. 

For this campaign Brown and Williamson 
has transmogrified an old theme. The company 
used a cartoon penguin off and on to promote 
Kooi cigarettes from 1933 to about 1960. The 
cute little creature gave advice-often with 
implicit health promises - that was aimed at 
white, middle class males. The new Willy has 


THE OFFICIAL 
1991KOOL CHRISTMAS 
ORNAMENT AND KEEPSAKE, 
ALL FOR THE PRICE OF A 
NEWSPAPER. 



Advertisement in the Richmond Times-Dispatch, 
23 December 1991 
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SURGfON GiWBAis WARNING, Smoking 
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Advertisement in the January 1992 issue of TV Guide ( Roanoke , Virginia, edition ), 
which informs its advertising clients, that it reaches millions of teenagers 


the biceps of Hulk Hogan, a Vanilla Ice hairdo, 
Spike Lee high top sneakers, and a Bart 
Simpson attitude. It is as if Dick Van Dyke 
went to sleep in 1960 and woke up as Michael 
Tyson. 

The cartoon campaign is being test mar¬ 
keted in Richmond, Virginia, and Cleveland, 
Ohio - both communities with large African- 
American populations. If it is successful in 
increasing the sale of Kooi cigarettes in those 
communities a national campaign can be 
expected. 

Brown and Williamson and RJR Nabisco 
both deny that their cartoon characters influ¬ 
ence children (they also deny that cigarettes 
cause lung cancer). The unfortunate truth is 
that children do react to cartoon characters and 
that these advertising campaigns will increase 
the number of children smoking. Willy Pen¬ 
guin and Joe Camel are the most potent threats 
to the health of our children in the environment 
today. 

JOE B TYE 
President , 

ST AT (Stop Teenage Addiction to Tobacco ), 
Springfield , Massachusetts, USA 



The original Willy Penguin, from the Saturday 
Evening Post, 19 August 1939 



A penguin that tells the truth . By Bill Schorr of the 
Kansas City Star. Reprinted with permission of UFS 
Inc 
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INDUSTRY WATCH 


Cowboys, cancer, kids, and cash flow: the 1992 
Philip Morris annual meeting 

Alan Blum 


Doctors Ought to 
Care (DOC), 
Department of 
Family Medicine, 
Baylor College of 
Medicine, 5510 
Greenbriar, Houston, 
Texas 77005, USA 
A Blum 


To listen to the fiery health advocate Dr Greg 
Connolly berating executives of the world’s 
largest and most profitable tobacco company 
barely two weeks after I had participated in the 
eighth world conference on tobacco or health is 
to appreciate Henry David Thoreau’s remark, 
“There are a thousand hacking at the branches 
of evil to one who is striking at the root.” A 
decade ago I purchased shares in each of the 
American tobacco companies in order to 
receive their annual reports and other mailings, 
and for four of the past five years I have found 
myself in Richmond, Virginia, on a Thursday 
late in April sitting side by side with some of 
America’s wealthiest and most bronchitic 
businessmen and women. 

The first year I went alone - my Richmond 
host was too frightened to enter the enormous 
cigarette factory-and I myself felt like a 
yeshiva student at a skinhead rally. In the 
midst of glowing reports of burgeoning global 
cigarette sales one executive received a stand¬ 
ing ovation for having introduced Marlboro to 
13 new countries during the previous year. 
Intimidated by the affair, I asked someone I 
took to be in public relations if I could snap a 
few photographs. He laughingly informed me 
he was the business writer for the Richmond 
Times-Dispatch , who after ascertaining that I 
was a legitimate would-be fly in the ointment, 
wound up writing his article about the un¬ 
noticed medical activist in the audience who 
was launching a strategy to scrutinise company 
officials and to infiltrate the annual meeting. 

Each year following the meeting I would go 
on tours of the building in electric cans 
emblazoned with Marlboro. The patter was 
delivered by college age women with winning 
smiles and sparkling teeth. None smoked. The 
spotless factory floor seemed the size of several 
football fields. Most employees wore starched 
white laboratory coats while tending the high 
speed machines. At the gift shop I purchased 
numerous items imprinted with the company’s 
cigarette brand names: T-shirts, shorts, um¬ 
brellas, jewellery, playing cards - even a Marl¬ 
boro first aid kit. When I asked a cashier in the 
company cafeteria the location of the no 
smoking section, I thought she would die of 
disbelief. 


Proud shareholders 

By 1991 my role had evolved to become part of 
a small supporting cast of individuals who 
stand up to speak on behalf of shareholders’ 
resolutions calling for the end to tobacco 


promotion to young people in the United 
States and around the world. The leader of the 
group was Father Michael Crosby, whose 
religious order, the Midwest Province of the 
Capuchin Franciscan order, invests in stocks 
to earn income for its work among the poor. 
To those who believe in the effectiveness of 
warning labels, Father Crosby’s efforts paid off 
when Philip Morris announced early this year 
that it would begin placing the US Surgeon 
General’s health warning on all of its cigarette 
packages worldwide. From the company’s 
perspective this met one of the major concerns 
of opponents of cigarette marketing in poor 
nations and avoided another shareholder pro¬ 
posal. Indeed, Father Crosby withdrew his 
latest resolution on marketing to the Third 
World and in a statement read by a colleague at 
this year’s meeting thanked the company for 
its responsiveness. This was sadly reminiscent 
of the testimonial at the 1991 meeting by a 
member of the AIDS activist group ACT-UP, 
which dropped it^boycott of Philip Morris — 
begun because of the company’s political and 
financial support of the militantly homophobic 
US senator Jesse Helms-after the company 
Agreed to give $1 million for AIDS research. 

The annual meeting of Philip Morris is a 
festive occasion for senior executives and 
shareholders alike, who look like wedding 
guests as they arrive to sign in under a huge 
tent on the front lawn. This year most chose to 
wear a bright orange company sticker that 
reads, "I’m proud to be a Philip Morris 
shareholder.” After snacking on Kraft juices, 
Entenmanns pastries, and Maxwell House 
coffee - all Philip Morris products acquired in 
the hostile takeovers of General Foods and 
Kraft in the mid-1980s - the well dressed 
crowd of 600, comprising the holders of 84 % 
of the company’s common stock, was ushered 
into the building and downstairs to an intimate, 
softly lit auditorium. This is one meeting at 
which smoking is most assuredly permitted- 
and constant coughing most definitely ig¬ 
nored. 

A five minute video montage of old television 
commercials for dozens of the company’s 3000 
food and tobacco products was repeated three 
times, interspersed with the commanding voice 
of actor James Earl Jones, who intones, 
"Consumers choose our brands with con¬ 
fidence.” Against images -of Marlboro Indy 
race cars, Marlboro cowboys and horses, 
Virginia Slims cigarette packs, and Virginia 
Slims teenage tennis players, the actor boasts 
that such advertising “rises above barriers of 
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language and geography - dynamic brands 
generating unforgettable excitement.” 

The meeting was called to order by the 
chairman of the board and chief executive 
officer Michael A Miles, aged 52, who is also a 
member of the executive, finance, and public 
affairs and social responsibility committees. 
The term “social responsibility” is frequently 
invoked by Philip Morris executives and 
writers of the company’s annual report. One 
member of the board of directors, Citibank 
chairman John S Reed, serves on the board of 
New York’s prestigious Memorial Sloan- 
Kettering Cancer Center. Another director, 
Chicago attorney John M Richman, sits on the 
board of Evanston Hospital (just north of 
Chicago). The two women directors, Professor 
Elizabeth E Bailey of the University of Penn¬ 
sylvania and business leader Jane Evans, sit 
on the social responsibility committee. Other 
directors include international newspaper, tele¬ 
vision, publishing, and communications boss 
Rupert Murdoch; Marlboro Indy racing team 
owner Roger Penske; and New York Stock 
Exchange chairman William Donaldson. 

After the election of directors and the 
selection of auditors, this year’s two stock¬ 
holder proposals were presented and dis¬ 
cussed. Citing various condemnations of Philip 
Morris’ Miller Brewing Company subsidiary 
for advertising that appeals to adolescents, Dr 
John Slade, a well known addiction medicine 
specialist, asked the management to prepare a 
report to the board discussing the degree to 
which, even if unintentional, the company’s 
marketing on television, on college campuses, 
and through sports sponsorship affects teen¬ 
agers. 


Image and reality 

This year’s tobacco related resolution was then 
brought forward by Dr Connolly, director of 
the Massachusetts Office for Nonsmoking and 
Health, who called upon the company to 
adhere to its own voluntary code of cigarette 
advertising in which it promises to avoid 
directly or indirectly appealing to youth such 
as by the use of athletes, singers, or other 
celebrities to which teenagers are attracted. 
His prepared statement noted that if current 
smoking patterns continue, approximately five 
million US children alive today will die from 
smoking. Connolly said he was directing his 
comments not at Philip Morris executives but 
rather at representatives of institutional in¬ 
vestors-the retirement funds whose “pen¬ 
sioners want to see their grandchildren gradu¬ 
ate from medical school and the insurance 
companies who want to see smoking reduced 
so that health costs will go down.” He 
punctuated his impassioned speech by citing 
blatant violations of the code and by holding 
up disquieting examples of Virginia Slims 
cigarette advertisements with youthful models. 

Dr Connolly’s proposal for a company 
sponsored study of the impact of cigarette 
advertising on young people was seconded by 
Wayne McLaren, an actor, stuntman, and 
model in advertisements for cigarettes, in- 



Dr Greg Connolly with Wayne McLaren , a former 
Marlboro model and current lung cancer victim , at the 
1992 Philip Morris annual meeting 


eluding Marlboro. Wearing a white cowboy 
hat, white sports coat, and jeans, he recalled 
that those he has worked with over 20 years 
who produce cigarette advertisements for the 
print media were no less confident of their 
power to influence the public than their peers 
in film and television production were of theirs. 
He added that recently, after having smoked 
for 30 years, he was diagnosed as having 
inoperable lung cancer. “I do believe I have 
perhaps a better handle on cigyette smoking 
and advertising than most people,” he con¬ 
cluded to a hushed audience. Dr Slade then 
commented that, by his calculation, Philip 
Morris’ profits on cigarette sales to minors in 
1991 totalled 3190 million, an amount he felt 
the company should devote to mass media 
campaigns to disedurage smoking. 

The resolutions require approval by at least 
3 % of the shareholders present to be brought 
forward for automatic reconsideration the 
following year, then 5 % for the year after that. 
The tobacco proposal received 6-58 % of votes 
cast, and thus the subject may well be raised 
again in 1993. But when one considers the five 
million shares owned by the executives and 
board members themselves, it becomes absurd 
to think that Philip Morris will do anything to. 
jeopardise its main source of profit. Indeed, as 
Philip Morris chairman Miles stated at this 
year’s meeting, “We cannot and will not take 
any action that will diminish our viability in 
each of the company’s three major sectors: 
tobacco, beer, and food.” On the other hand, 
as Connolly points out, there are many large 
institutional and corporate shareholders of 
tobacco stocks - such as the insurance industry 
- who would doubtless not relish the negative 
publicity of appearing to be hypocritical either 
by investing in tobacco or in voting with 
management. Father Crosby notes that the 
five top US insurance companies eachHheld 
thousands of shares of tobacco stocks and did 
not support his 1982 shareholders’ resolution 
which called for a review of cigarette marketing 
practices in the Third World. At the time any 
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shareholder protesting such policies of tobacco 
companies was the voice of one crying in the 
wilderness. But as with the apartheid issue, 
major shareholders of Philip Morris may prove 
to be the ones to reduce the company’s 
dependence on tobacco. 

For now, though, any hope that Philip 
Morris on its own will gradually shift its 
emphasis away from tobacco and into food - a 
common rationalisation on the part of indi¬ 
viduals in universities and pension funds who 
defend their purchase of shares in the company 
-is a delusion. “Our historic success as a 
tobacco company will be a hard act to follow,” 
teased chairman Miles, all but admitting that 
there won’t be any new act at all. 

Company president Bill Murray supplied 
the argument for standing firm in tobacco: 
“Income of our domestic cigarette business 
increased 14 % and revenues were up 12 %, so 
that our company now has 43*3 % of the total 
US cigarette market.” (RJ Reynolds is second 
at 29%.) Like a proud papa, Murray noted 
that Marlboro, 344 billion units of which were 
sold worldwide in 1990, now accounts for 26 % 
of US cigarette sales and that “we are further 
building the Marlboro family.” To one who is 
a family doctor, this use of the word “family” 
by a cigarette pusher convinced me I had 
entered the world of anti-matter. This im¬ 
pression was reinforced by Murray’s con¬ 
cluding comments on the US cigarette business 
about the future of tobacco product liability 
lawsuits, the most famous of which-the 
Cipollone case-was awaiting a ruling from 
the Supreme Court. “Whatever the Court 
should decide [that is, whether federally man¬ 
dated warning labels preempt such suits], we 
think the litigation issue will remain man¬ 
ageable,” he said. “Juries will continue to find 
in favour of cigarette companies, understand¬ 
ing that people who smoke are aware of the 
claimed health risks.” 

Lite V deadly 

The president’s presentation of the food pro¬ 
ducts sales picture was more vague, less 
glowing: “We solidified our leadership in 
frozen bagels,” “ expanded our ready to drink 
juice portfolio,” and “maintained the leading 
share of the turkey bacon category.” Turkey 
bacon is no laughing matter to a company that, 
according to the annual report, recognises that 
“lower fat and cholesterol now head the list of 
consumers’ dietary concerns.” A pioneer in 
what it calls “fat replacement technology,” 
Philip Morris produces non-fat salad 
dressings, low fat cheeses, and cholesterol-free 
mayonnaise. The operative word is “light.” 
Amid a host of items such as Kraft Light 
Singles cheese, Cool Whip Lite dessert top¬ 
ping, Light n’ Lively yoghurt, and Lite beer, 
products such as Marlboro Lights and Virginia 
Slims Lights appear to fit nicely into the 
company’s emphasis on health. Indeed, the 
word “synergy” is used so often in the annual 
report to describe the company’s integrated 
marketing programmes for different products 
that one might expect the announcement of a 
nicotine flavoured dessert topping or a tobacco 


based breakfast cereal. The bottom line is that 
in spite of the fact that most of the company’s 
3000 products are food related, food con¬ 
tributes only 30% of the company’s profits; 
tobacco, well over 60 %. Put another way, one 
brand of cigarettes - Marlboro - accounts for 
far greater profit than all of Kraft General 
Foods combined! (Less than two weeks after 
the annual meeting, Philip Morris announced 
the elimination of 1000 employees of Kraft 
General Foods in the United States-5% of 
the division’s salaried workers.) 

As it was difficult to put a gloss on the fiat 
domestic food business, the president’s pres¬ 
entation shifted to the increasingly profitable 
international tobacco divisions: “ Last year our 
cigarette volume in Latin America increased 
by 9% as we built on the success of our 
brands... With a strong base in Europe, newly 
accessible markets in Eastern Europe, and the 
rapidly expanding Asian market, we are poised 
to enter a new period of profitable and 
sustainable growth.” Hungary, Russia, 
Czechoslovakia, and other Eastern European 
countries have all been rounded up for Marl¬ 
boro. 

A recitation by chief financial officer Hans 
Storr of dramatic increases in net earnings and 
earnings per share - in the first quarter of 1992 
net earnings increased by 100% to $ 1*1 billion 
-culminated in the excited prediction that 
“from 1992 through the end of 1996 we expect 
our operations to generate at least $21 billion 
in free cash flow” after capital expenses and 
dividends. 

Not overlooked was Philip Morris’s salute to 
its corporate citizenship. The “who’s who” of 
company hand outs includes the United Negro 
College Fund, the National Urban League, the 
National Black and Minority Chamber of 
Commerce, the National Hispanic Scholarship 
Fund, the National Women’s Political. Caucus, 
and assorted museums, dance troupes, and 
universities. Not the least self interested in¬ 
itiative was a grant to a group called the Food 
Research and Action Center to explore the 
impact of poor nutrition on education. The 
annual report modestly notes, “We are the 
leading underwriter of the national campaign 
to end childhood hunger.” 

Life sentence? 

In the brief general discussion period a rep¬ 
resentative from the National Family Farm 
Coalition accused Philip Morris of controlling 
cheese prices and helping to drive dairy 
farmers out of business. I had an opportunity 
to ask about a previously unrevealed criminal 
investigation of Philip Morris and other 
tobacco companies by the same US attorney s 
office that successfully prosecuted New York 
mob boss John Gotti. Professor Richard 
Daynard of the Tobacco Product Liability 
Project had informed me that the government 
is exploring a possible conspiracy between 
Philip Morris and other tobacco companies in 
the industry’s Council for Tobacco Researc 
to subvert scientific research that reported on 
the deleterious effects of smoking. “ Mr Chair¬ 
man,” I asked, “what effect would a crimina 

2501234634 


Source: https://www.industrydocuments.ucsf.edu/docs/shhlOOOO 



The 1992 Philip Moms annual meeting 


137 


conviction or the seizure of our company’s 
assets under the RICO (Racketeer Influenced 
and Corrupt Organisations) statute have on 
the company?” “A speculative question. Pure 
speculation,” Miles replied. 

No Philip Morris annual meeting would be 
complete without an unrehearsed testimonial 
from a member of the audience-in this 
instance a grandmotherly New Jersey real 
estate agent - in praise of Mr Miles, the 
beautiful day, and Southern hospitality. The 
loud, tension breaking applause she received 
rivalled the standing ovation given earlier in 
the meeting to immediate past chairman 
Hamish Maxwell, under whose eight year reign 
the value of the company’s stock multiplied 
nearly eightfold. (Dr Connolly had noted in his 
statement that the S46 million bonus Maxwell 
received on stepping down was more than the 
entire income of all of Virginia’s tobacco 
farmers and more than the annual amount of 
tobacco taxes the state takes in.) 


As the audience filed out, each person 
(except for the grandchildren of some of the 
board members) received a gift box of Philip 
Morris products, including two packets of 
cigarettes, two packets of coffee, two chocolate 
bars, a box of macaroni and cheese, a packet 
of Jell-o, and a shopping list with all of the 
company’s brand names. Outside, local tele¬ 
vision stations, alerted to the presence of a 
former Marlboro man, crowded around him 
for interviews. Nearby, Philip Morris vice 
president for minority affairs George Knox 
was also interviewed by a television reporter. 
He claimed the company has no record that 
McLaren ever appeared in its advertisements 
and implied it was all a hoax. Some of the 
reporters believed that McLaren’s cheque 
stubs for Marlboro modelling payments and 
chest x rays for lung cancer spoke for them¬ 
selves. The reporters seemed familiar with 
the other things over the years that Philip 
Morris had been saying just weren’t so. 
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LETTERS TO 
THE EDITOR 


Letters intended for publication should be a 
maximum of 400 words and 10 references and 
should be sent to Simon Chapman , deputy 
editor , at the address given on the inside front 
cover. Those corresponding to articles or cor¬ 
respondence published in the journal should be 
received within six weeks of publication. 


Review of Legislative Responses to 
Tobacco Use 

To the editor - This letter has two purposes. 
Firstly, I congratulate you, your editorial 
board, and the British Medical Association 
on the decision to publish Tobacco Control as 
an international journal and on its broad 
design. The first issue is superb - a great 
combination of excellent research articles 
and energising reports on tobacco control 
activities. The journal will certainly provide 
a means for disseminating the results of 
research promptly and will inspire imagin¬ 
ative tobacco control activities around the 
world. 

Secondly, I am flattered that one of your 
book reviewers has attributed to me author¬ 
ship of Legislative Responses to Tobacco Use} 
I did, indeed, write the foreword, but the real 
author/editor is Sev S Fluss, Chief, Health 
Legislation, World Health Organisation 
(WHO)/Geneva, and editor of WHO’s ex¬ 
cellent quarterly, the International Digest of 
Health Legislation. Your reviewer is quite 
right that the book is a reprint of statutes 
published in the Digest from 1978 to 1991. 
Mr Fluss had the foresight to see that 
countries seeking to control the tobacco 
epidemic needed ready access to the laws of 
different countries. Sev Fluss and WHO 
deserve credit for this very useful and timely 
collection of tobacco control legislation. 

Every good wish for the continued success 
of Tobacco Control. 

RUTH ROEMER 
Adjunct Professor of Health Law, 

School of Public Health, University of California, 
Los Angeles, California » USA 

I Reynolds C. Legislation and regulation. 

Tobacco Control 1992; 1: 64. 


To the editor - Christopher Reynolds’s re¬ 
view of Legislative Responses to Tobacco Use 1 
brings to light the omission of an important 
South Australian law. Such omissions (and 
there are certainly others for many other 
countries and subnational jurisdictions) are 
due to no fault of the publishers but rather to 
the fact that the World Health Organisation’s 
(WHO) health legislation unit (which sup¬ 
plied the materials to the publishers) must 
perforce rely on the laws and subsidiary 
legislation which it receives. We depend 
heavily on what countries themselves send us 
(under article 63 of WHO’s constitution) or 
on other sources (notably the library of the 
Geneva based International Labour Office 
and Harvard Law School Library in Cam¬ 
bridge, Massachusetts, USA). I encourage 
readers of Tobacco Control to send us copies 
of important new legislation on the control of 
smoking and other forms of tobacco use. 


A word about the origins of the book. 
Some time ago, Martinus Nijhoff brought 
out Legislative Responses to Terrorism and it 
was this that served as a model for the first 
health related book in this series, Legislative 
Responses to AIDS (which appeared in 1989). 
The second in the series, reviewed in your 
columns, will be followed by Legislative 
Responses to Organ Transplantation and hope¬ 
fully other corresponding compilations. 
Laws and regulations generally speak for 
themselves and it was deemed inappropriate 
to include any editorial comment on specific 
texts. Reynolds’s suggestions about the or¬ 
ganisation of the material and his advocating 
some form of index or cross referencing 
system are helpful and will be brought to the 
attention of the publishers. 

S S FLUSS 
Chief, Health Legislation , 
World Health Organisation, 
Geneva, Switzerland 

1 Reynolds C. Legislation and regulation. 

Tobacco Control 1992; 1: 64. 


Tobacco sales: Canadian pharmacies 
ignore professional recommendations 

To the editor - Canada is one of the few 
countries in which tobacco is sold in phar¬ 
macies. Several provisional licensing bodies 
have taken steps to eliminate this practice. 

A survey was undertaken by Physicians for 
a Smoke-Free Canada to determine the level 
of compliance of Ottawa area pharmacies 
with professional recommendations for the 
sale and advertising of tobacco products that 
were established by the Ontario College of 
Pharmacists on 17 June 1991. These placed 
increasing restrictions on tobacco displays 
and promotions, culminating in the elim¬ 
ination of tobacco sales in pharmacies by 
1 July 1993 (Ontario College of Pharmacists, 
‘ unpublished report, 1991). 

An onsite inspection of all pharmacies that 
sell tobacco in the Ottawa area was conducted 
by Physicians for a Smoke-free Canada bn 
16, 17, and 20 January 1992. 

In the Ottawa area 48 out of 114 (42%) 
pharmacies did not sell tobacco in any form. 



Cover of the October 1991 issue of the Canadian 
Pharmaceutical Journal. Reproduced with 
permission. 
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Of the 66 pharmacies that sold tobacco, 41 
were found to be displaying cigarettes on, 
beside, or in front of the service counter, in 
violation of the recommendation that this be 
eliminated from 1 October 1991, and 61 were 
in violation of a recommendation prohibiting 
the advertising and promotion of tobacco in 
signs, displays, or advertising material in¬ 
cluding “back bar” displays as of 1 January 
1992. 

Over 60% (41/66) of the pharmacies that 
sold tobacco are not in compliance with the 
Ontario College of Pharmacists’ recommend¬ 
ation that “by October 1, 1991, all tobacco 
products [should) be behind service 
counters” (unpublished report, 1991). Inde¬ 
pendent drugstores are complying at a rate 
of 55 % (16/29) while the chains are com¬ 
plying at a rate of only 24% (9/37). 

Over 90% (61/66) of tobacco selling 
pharmacies are in violation of the recom¬ 
mendation requiring that “by January 1, 
1992...back bar displays and...all activities 
advertising and promoting tobacco” be dis¬ 
continued. Independent drugstores are com¬ 
plying at a rate of 17% (5/29), but none of 
the 37 chain pharmacies are in compliance. 

Pharmacists throughout Canada have 
recognised the essential incompatibility of 
tobacco sales and the pharmacist’s role as a 
health care provider. 1 In light of this, many 
privately owned pharmacies have stopped 
selling tobacco.* The Ontario College of 
Pharmacists is to be commended for putting 
forth recommendations to eliminate tobacco 
sales in pharmacies (unpublished report, 
1991). 

The pharmacies that continue to sell 
tobacco products give every indication that 
they - particularly the drug store chains 
Shoppers Drug Mart and Pharma Plus - 
have ignored and will continue to ignore 
professional recommendations. All five of the 
tobacco selling pharmacies that follow the 
college’s recommendations are pharmacist 
owned and operated - that is, non-members 
of a drug store chain. All 48 of the pharmacies 
that did not sell tobacco are independent - 
that is, non-members of a drug store chain. 

Clearly, recommendations for voluntary 
removal of tobacco from pharmacies will not 
be sufficient. This is mainly because large, 
powerful pharmacy chains, especially Shop¬ 
pers Drug Mart, continue to violate the 
recommendations of their own professional 
governing bodies. Shoppers Drug Mart is 
owned by Imasco Corporation, which also 
owns Imperial Tobacco. Voluntary recom¬ 
mendations are unlikely to convince Shop¬ 
pers Drug Mart to stop selling the products 
of its sister company. 

We have recommended that the Ontario 
Minister of Health introduce for enactment 
as soon as possible, legislation to prohibit the 
sale, advertising, and promotion of tobacco 
products in all accredited pharmacies. • 

SHAWN MOREAU 
Executive Director 
' MARK C TAYLOR 
President 
JAMES D WALKER 

Director 

Physicians for a Smoke-Free Canada, 
Ottawa, Canada 


1 Gibson B. Pharmacists and tobacco: dpllars 

before dutv. Can Med Assoc J 1990;. 142: 
621-2. 

2 Taylor M, Walker J, Esdaile D, Goodyear M, 

Moreau S. The campaign to promote 
tobacco-free pharmacies. Hova Scotia 
Medical Journal 1990 ; 69: 156-7. 
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Tar yields 

To the editor- The unsigned News Analysis 
in the first issue of Tobacco Control is written 
by “one who has never believed that re¬ 
quiring a reduction in tar yield of cigarettes 
provides any health advantage whatsoever. ” l 
This degree of ignorance is not appropriate; 
the evidence has been extensively discussed 
and reviewed in many places (including, for 
example, the International Agency for Re¬ 
search on Cancer (IARC) monograph on 
tobacco smoking,- and the World Health 
Organisation-IARC scientific monograph on 
tobacco 3 ). One important conclusion is that a 
large reduction in the very high tar deliveries 
still seen in many parts of Asia would 
substantially reduce the smoker’s risk of lung 
cancer (and hence too the smoker’s overall 
risk of premature death, since there is no 
good evidence of any net increase in the 
many other fatal effects of tobacco use). Of 
course the most important cause of cancer in 
the world is the cigarette and the second most 
important is the low tar cigarette, and of 
course cigarettes kill more people by other 
diseases than by cancer. But, other things 
being equal, in China alone implementation 
of the hard won recommendation that tar 
levels should be reduced could well eventu¬ 
ally avoid a few hundred thousand deaths 
a year from tobacco, as long as it is not 
allowed to feed back into the political process 
and obstruct other important aspects of 
tobacco control. 

RICHARD PETO . 

ICRF Reader in Cancer Studies , ICRF Cancer 
Studies Unity Oxford, United Kingdom 

1 First item under heading “What did you do in 

the (tobacco) war, Daddy ? ” Tobacco Control 
1992; 1: 10. 

2 International Agency for Research on Cancer. 

IARC monograph on the evaluation of the 
carcinogenic risk of chemicals to humans . 
Tobacco smoking. Lyons: IARC, 1986. 
(IARC monograph No 38, vol 38.) 

3 Zaridze D, Peto R, eds. Tobacco: a major 

international health hazard. Lyons: Inter¬ 
national Agency for Research on Cancer, 
1986. (IARC scientific publication No 74.) 

In reply - Although the context of my com¬ 
ments would suggest that I was referring to 
Western cigarettes, which on average pro¬ 
duce lower levels of tar than most cigarette 
brands available in Asia, I would maintain 
that the hoped for reduction in lung cancer 
deaths as a direct consequence of a reduction 
in tar levels is an illusion. Indeed, such a 
principle has enabled the tobacco industry to 
have become, in effect, our leading health 
educator, as increasing numbers of con¬ 
sumers have switched to lower tar brands - 
rather than stopping smoking - in the mis¬ 
guided belief that they can smoke more 
safely. Since 1979 reports of the US Surgeon 
General have warned that individuals who 
shift to supposedly less hazardous brands 
may in fact increase their health risk through 
compensatory deeper inhalation and the 
smoking of more cigarettes. The estimate by 
Peto and Lopez of 3 million deaths annually 
worldwide due to smoking during the 1990s 1 
calls for bold actions that create disincentives 
for the use and promotion of tobacco, both 
on individual and societal levels. Continued 
clamour for a reduction in tar yields of 
cigarettes is a strategy that smacks of com¬ 
promise with state run tobacco monopolies 
and an inability to imagine the dismantling of 
multinational tobacco conglomerates. It is 
good of Mr Peto to allude to “other im¬ 
portant aspects of tobacco control.” I can 


think of few global tobacco control strategies 
less important than the promotion of lower 
tar cigarettes. 

ALAN BLUM 
Editor, News and Commentary 

1 Peto R, Lopez AD, and the WHO Consultative 
Group on Statistical Aspects of Tobacco- 
Related Mortality. Worldwide mortality from 
current smoking patterns. In: Durston B, 
Jamrozik K, eds. Tobacco and health 1990 — 
the global war. Perth: Health Department of 
Western Australia, 1990: 66-8. (Proceedings 
of the seventh world conference on tobacco 
and health./ 


In reply - Because the credit line for News 
Analysis did not appear until the end of the 
section, some readers assumed that the 
articles in it were unsigned. All of the articles 
were in fact written by Dr Alan Blum. Dr 
Blum, who has been active in tobacco control 
for more than 20 years, is the former editor of 
the Medical Journal of Australia and the New 
York State Journal of Medicine. The theme 
issues on tobacco that he produced in 1983 at 
those journals were the first of their kind and 
a forerunner of Tobacco Control. 

With respect to the issue of low tar 
cigarettes, I find myself somewhere between 
the positions articulated by Mr Peto and Dr 
Blum. Yes, a reduction in tar yields may be 
helpful in countries such as China, where the 
average tar yield is high and where public 
awareness of the health hazards of smoking is 
low. But as Dr Blum points out, the avail¬ 
ability of “safer” cigarettes may reduce 
smoking cessation by giving health conscious 
smokers an alternative to quitting - that is, 
switching to lower yield brands. In 
developing countries this effect may be 
minimal because so few smokers are con¬ 
templating quitting. But in countries where 
tobacco consumption is on the decline the 
adverse effect of low tar cigarettes in dis¬ 
couraging smoking cessation may dwarf any 
public health benefit from their slightly lower 
carcinogenicity. 

In the United States the cigarette industry 
has spent a disproportionate amount of its 
advertising and promotional budget on low- 
tar brands, using explicit or implicit messages 
that these brands are less hazardous or safe. 1 
Its efforts, aided a bit by the federal govern¬ 
ment’s “safe cigarette” programme in the 
1970s, have had a substantial impact. The 
domestic market share of low tar cigarettes 
15 mg) has exceeded 50% since 1981. 4 
According to the 1986 Adult Use of Tobacco 
Survey (AUTS), 38 % of adult smokers have 
switched from one cigarette brand to another 
“just to reduce the amount of tar and 
nicotine.” 3 The AUTS also showed that 
21% of smokers believe that the kind of 
cigarettes they smoke are “probably less 
hazardous than others.” 4 How many of these 
smokers might have quit if low tar cigarettes 
had never been introduced, or if the mis¬ 
leading advertisements for those brands had 
been banned? 

Despite the importance and complexity of 
these issues, little research has been con¬ 
ducted to elucidate the whole impact of low 
yield cigarettes on the population. Besides the 
potential effect of low tar cigarettes in 
discouraging smoking cessation, other im¬ 
portant questions remain unanswered and, 
indeed, unexplored. Because low yield cigar¬ 
ettes are less harsh, do they facilitate ex¬ 
perimentation with and initiation of smoking 
among children and adolescents? Does the 
heavier use of flavouring agents in low tar 


brands create risks not present in higher tar 
cigarettes? What are the effects of the 
promotional campaigns for the new genera¬ 
tion of products aimed at health conscious 
smokers, such as denicotined cigarettes, per¬ 
fumed cigarettes (“the first cigarette that 
smells good”), and cigarettes reported to 
have less sidestream smoke? We encourage 
research and further commentary on this 
subject. 

RONALD M DAVIS 
Editor 

1 Davis RM. Current trends in cigarette ad¬ 

vertising and marketing. N Engl J Med 1987; 

316: 725-32. 

2 US Federal Trade Commission. Federal Trade 

Commission report to Congress for 1989: 
pursuant to the Federal Cigarette Labeling and 
Advertising Act. Washington, DC: FTC, 

1992. 

3 US Department of Health and Human Services. 

Tobacco use in 1986: methods and basic 
tabulations from Adult Use of Tobacco Survey. 
Atlanta, Georgia: Centers for Disease Con¬ 
trol, Office on Smoking and Health, 1990. 

4 US Department of Health and Human Services. 

Reducing the health consequences of smoking ; 

25 years of progress. A report of the Surgeon 
General, 1989. Atlanta, Georgia: Centers for 
Disease Control, Office on Smoking and 
Health, 1989: 181. (DHHS Publication No 
(CDC) 89-8411.) 

Dialogue with the tobacco industry 

To the editor -1 refer to a comment ascribed 
to Dr ST Han, regional director of the 
Western Pacific Regional Office of the World 
Health Organisation (WPRO), suggesting 
dialogue between health advocates and the 
tobacco industry. 1 

Dr Han made this remark at an APACT 
(Asian Pacific Association for the Control of 
Tobacco) regional conference in Seoul in 
1991 as part of a rousing address that 
encouraged delegates from Asia to take 
strong action against tobacco. 

At the meeting similar criticism was made 
by a Western tobacco control advocate about 
Dr Han’s remarks on aiming at a “frank 
exchange of knowledge and opinions ” with 
the tobacco industry. 

I attended this meeting and explained to 
the advocate and to the meeting that Dr Han 
was speaking from the Asian perspective 
where health professionals are dealing not 
only with the commercial transnational 
tobacco companies but also with national 
tobacco monopolies. 

The monopolies currently behave very 
differently from the commercial transnational 
companies. In general, Asian monopolies 
admit the health hazards of tobacco, co¬ 
operate with government measures, and do 
not advertise their products. 

I personally have had experience of work¬ 
ing with government monopolies - for ex¬ 
ample, in China and Vietnam. These coun¬ 
tries have supported tobacco control meas¬ 
ures, funded Tobacco or Health con¬ 
ferences, and supported tobacco control 
legislation. Of course this cooperation is 
partial and almost certainly temporary, but 
while it lasts it is worth utilising. 

I am extremely impressed with the 
Tobacco or Health programme of WPRO, 
and in particular the commitment of Dr Han 
on the tobacco issue, and I feel that the 
remark was particularly taken out of context. 

JUDITH MAC KAY 

Director , Asian Consultancy on Tobacco Control, 
Hong Kong 

1 Sixth item under heading “Whar did you do in 
the (tobacco) war, Daddy?” Tobacco Control 
1992; 1: 11. 
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In reply - In spite of Dr Mackay’s charac¬ 
terisation of Dr Han’s proposal, his com¬ 
ments (printed verbatim in News Analysis) 
stuck out like a sore thumb from an otherwise 
thoughtful speech. Unbeknownst at the time 
to the “Western tobacco control advocate,” 
an Asian journalist also questioned Dr Han 
about his call for a dialogue with the tobacco 
industry. One of the problems confronting 


the tobacco control movement is revisionism, 
stemming both from an ignorance of past 
mistakes as well as from a desire not to 
criticise them. Perhaps Dr Mackay is correct 
in her rose coloured assessment of Asian 
national tobacco monopolies, but, based on 
ray reading of Sino-World Tobacco and other 
international tobacco industry trade pub¬ 
lications, I do not share it. Even though the 


WHO may lack substantive resources, its 
leaders would better serve public health and 
inspire the even more poorly funded workers 
in tobacco control were they to express their 
utmost contempt for the tobacco industry in 
all its guises. 

ALAN BLUM 
Editor, News and Commentary 


BOOKS 


Book reviews and books of interest to Tobacco 
Control should be sent to Simon Chapman , 
deputy editor at the address given on the inside 
front cover. 


Youth and prevention of 
tobacco use 

Tobacco Talk-*Educating Young Chil¬ 
dren About Tobacco. C D’Onofrio. (Pp 
163; $14.95.) Santa Cruz, California: Net¬ 
work Publications, a division of ETR, 1991. 
ISBN 1-56071-052-7. 

Within the United Kingdom the combined 
total of the number of deaths from smoking- 
related diseases and the number of people 
stopping smoking is estimated to be about 
1300 a day (just over 300 deaths and an 
estimated 1000 successful quitters). This is 
the number of new smokers that the tobacco 
industry needs to recruit to maintain its 
market. The major source of new customers 
for tobacco products comes not from adults 
but from children and young people, with 
84 % of male smokers and 72 % of female 
smokers taking up smoking before they reach 
the age of 20. 1 

In Tobacco Talk Carol D’Onofrio seeks to 
give parent's, teachers, and care providers a 
structure for educating young children about 
tobacco. The ultimate targets of the material 
are children up to the age of 10. Traditional 
health education has often addressed the 
issue of tobacco use to adolescents aged 
14-18. There is now widespread agreement 
that this is too late. The correct timing of 
interventions with children is of vital im¬ 
portance, and there is growing acceptance 
that the key time is before they begin to 
experiment - that is, before they reach the 
age of 9 or 10. 

The book can be divided into two sections 
-chapters 1 and 2 provide the adult reader 
with the necessary background information 
and context for dealing with the subject while 
the remainder of the book provides a step by 
step guide to talking with children about 
tobacco. 

In an extremely useful first section the 
author identifies several key issues. Of par¬ 
ticular importance are the sections relating to 
the factors that influence children’s accept¬ 
ance or rejection of tobacco. It is important 
to note that the process is multifarious and 
lengthy, beginning in early childhood and 
continuing until early adulthood. The author 
reports, for example, that 90 of 3 year olds 
can “recognise the odour” of tobacco, with 
cigarette smoke evoking “agreeable thoughts 


in children who associate the smell with 
favourite people. ” 

This and other subtle influences compose 
part of the complex pattern of life that 
children assimilate and which influences their 
future behaviour. The picture is complicated 
considerably by the mixed messages children 
receive. On the one hand, parents, teachers, 
and others may be telling children not to 
smoke while, on the other, the children see 
that tobacco is accepted by society, widely 
available, heavily advertised, associated with 
glamorous events, and used by adults in a 
variety of settings and situations. This con¬ 
tradiction - between what the children are 
told and what they see - casts doubt in their 
mind about the accuracy of the health 
messages and undermines the work of all 
involved in health education. 

In dealing with this situation the author 
describes a four pronged strategy. The 
strategy covers the need to provide children 
with a smoke-free environment; the need to 
provide dear and consistent messages; the 
need to equip children with the skills they 
need to critically analyse the world around 
them; -and the need to place tobacco issues in 
the wider context of children’s general 
growth and development. 

Throughout the book the author goes to 
great lengths to emphasise the importance of 
communicating with children-a process 
that involves listening as much as it doejs 
talking. She provides examples of activities, 
questions, and responses that can farilitate 
children’s understanding. This provides 
general as well as spedalist readers with a 
clear framework on which to construct their 
approach to the tobacco issue. 

In the second section the author identifies 
five topics and “presents suggestions for 
talking about that topic in detail with chil¬ 
dren.” Each chapter has specific goals of 
communication, provides suggestions for in¬ 
itiating discussion, gives examples of what 
might be said as well as activities to be 
undertaken, and identifies a number of 
special issues connected to the topic. The 
chapters are completed by a summary of the 
key messages “important in tobacco use 
prevention. ” 

It is in this last section that the book’s few 
weaknesses appear. In places its approach 
could be viewed as being didactic and 
condescending, with the text taking the form 
of a script to be followed as closely as 
possible. The non-American reader also has 
to come to terms with the occasional use of 
vernacular American, and many of the ex¬ 
amples of situations are taken from everyday 
North American life. 

However, despite these quibbles the book 
is straightforward and thorough in its ap¬ 
proach, provides excellent background in¬ 
formation, and gives many useful and stimu¬ 
lating ideas for helping young children to 
become the non-smoking adults of the future. 

In addition it highlights the challenges that 
need to be faced by adults in terms of their 


own behaviour, the need to be open and 
honest when talking to children about 
tobacco, and the need to challenge the way in 
which tobacco is perceived by children to be 
accepted by society as a whole. 

JOHN GRIFFITHS 
Smoking Programme Manager, 
Health Promotion Authority for Wales , 
Cardiff, United Kingdom 


I Wald N, Nicolaides Bourn an A. UK Smoking 
statistics. Oxford: Oxford University Press, 
1991. 

Smoking cessation: 
addiction and 
pharmacology 

New Directions in Nicotine Delivery 
Systems. Proceedings of a Conference 
held at Johns Hopkins University, Balti¬ 
more, September 24, 1990. Henningfield 
JE, Stitzer ML, eds. (Pp 103; $15.00 + $3.00 
shipping from Cortlandt Communications, 
500 Executive Boulevard, Ossining, New 
York 10562, USA.) Ossining, New York: 
Cortlandt Communications, 1991. 

Cigarette smoking is now well recognised 
as a form of drug addiction. A landmark in 
this process was the 1988 report of the US 
Surgeon General, which concluded that the 
processes underlying addiction to nicotine 
are similar to those of other addictive drugs 
such as alcohol, heroin, and cocaine. 1 What 
distinguishes nicotine from other widely 
abused drugs is that its effects are subtle, and 
it does not cause socially disruptive intoxi¬ 
cation, provoke violence, or impair perform¬ 
ance. The central paradox is that whereas 
people smoke for nicotine they die mainly 
from the tar and other unwanted components 
in the smoke. Nicotine itself does not cause 
cancer or chronic obstructive lung disease, 
although It probably has a contributory role 
in causing smoking-related cardiovascular 
disease. 

Progress in the campaign to reduce smok¬ 
ing has been held back by smokers’ addiction 
to nicotine. One way to reduce the difficulties 
of giving up smoking is to provide nicotine 
from an alternative and less harmful source. 
Nicotine chewing gum has been shown to 
alleviate withdrawal symptoms, and its use 
can double the rates of smoking cessation 
achieved by placebo gum or behavioural 
methods alone. However, compliance with 
adequate gum use is a problem that has 
limited its therapeutic potential in primary 
care settings where large numbers of smokers 
can be reached. 

The status quo of the past 5-10 years is 
about to be shaken by an. exciting array of 
new nicotine replacement products which 
will soon be available as aids to giving up 
smoking. These range from nicotine skin 
patches, which take 6-8 hours to give very 
flat steady-state peak blood concentrations, 
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to nicotine vapour inhalers, which mimic the 
transient high nicotine boluses in arterial 
blood that follow within a few seconds of 
each inhaled puff of cigarette smoke. Nicotine 
skin patches from four different pharma¬ 
ceutical companies are already available in 
some countries. A nasal nicotine spray, from 
which rapid absorption gives peak blood 
concentrations in about five minutes, has 
phase III trials almost completed in four 
countries. A nicotine vapour puffer is at an 
earlier stage of phase III trials, and nicotine 
lozenges are being developed as alternatives 
to the chewing gum. 

All kinds of new questions will arise for 
consideration by policy makers, control 
agencies, and therapists. Which products 
should be free of medical control and avail¬ 
able over the counter? Should the cost of 
treatment be reimbursed or met by health 
services? Should longterm use be permitted, 
or even encouraged, in those who would 
otherwise relapse to smoking? Should some 
of these products be promoted on the open 
market to compete with tobacco ? 

All these possibilities arc considered openly 
or covertly in this excellent short book, which 
reflects the views and responses of US 
experts to these questions. The book focuses 
on issues raised by these new products and 
readers will find few details about the 
products or their efficacy in controlled trials. 
The book is the proceedings of a meeting at 
the Johns Hopkins University School of 
Medicine in Baltimore in September 1990. It 
is structured around eight formal presenta¬ 
tions by top US researchers in the field, 
ranging from Neal Benowitz on the phar¬ 
macology and kinetics of nicotine from 
different products to John Pinney on the 
complex problems of delivering effective 
interventions within the US health care 
system. Other experts have the role of 
discussants, and the most interesting feature 
of the book is the discussion following each 
presentation. These are all the more inter¬ 
esting because of the participation of repre¬ 
sentatives of the pharmaceutical industry 
and those with intimate knowledge of the 
attitudes and workings of the US Food and 
Drug Administration. For me the most per¬ 
ceptive comments in discussion came from 
John Grabowski. 

MAH RUSSELL 
Reader in Addiction, Institute of Psychiatry, 
London, United Kingdom 

1 US Department of Health and Human Services. 
The health consequences of smoking: nicotine 
addiction. A report of the Surgeon General, 
1988. Atlanta, Georgia: Centers for Disease 
Control, Office on Smoking and Health, 1988. 
(DHHS publication No (CDC) 88-8406.) 


Smoking cessation: 
the lighter side 

Quit for Laughs. (Pp 143; SA11.95.) 
Sydney: Allen and Unwin (8 Napier Street 
North, Sydney, Australia), 1992. ISBN 1 
86373 249 7. 

One of the occupational hazards of working 
in tobacco control is that, until shown 
otherwise, people often assume you to be 
deadly earnest, dull, and boring. Aren’t 
people who spend their life trying to, work 
out better ways of dissuading others from 
smoking also likely to turn their nose up at 
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By Cathy Wilcox of the Sydney Morning 
Herald. Reproduced with permission. All 
rights reserved . 


the demon drink, eschew everything but the 
missionary position, pluck sweets from the 
mouths of children, and turn the music down 
at your party? Perhaps as a result, the field 
has spawned an unusually fair share of 
eccentrics and comedians, busily trying to 
compensate and set this caricature on its 
head. The clown prince of smoking control, 
Britain's David Simpson, has more jokes 
than a cigarette has toxic substances and can 
render them in 53 British regional dialects, 
Anglo-Indian, and even a reasonable 
Englishman’s attempt at that most subtle and 
beautiful accent, Australian. 

But it’s all half true I’m afraid. Over the 
years I must confess to encountering more 
than a few colleagues whom I’ve sworn 
couldn’t laugh to save their lives. You known 
the types: at 11 pm at the conference dinn er 
they are still droning away about puff 
parameters or the ethics of the bogus pipe¬ 
line. This book may be just the perfect gift 
for such people, for those of your friends who 
think your job is a little strange, and for 
smokers themselves. It is a collection of 
cartoons by many of Australia’s leading press 
cartoonists, each example having been dis¬ 
played originally at an exhibition organised 
by Sydney’s Quit For Life campaign. Smok¬ 
ing has long provided rich pickings for 
humorists: Bob Newhart’s famous dialogue 
in which one man explains the act of smoking 
to another who has never heard of it syn¬ 
thesises much of the essential absurdity of 
the procedure. The tobacco industry, too, 
employs more contortionists than the 
Moscow circus. Foot-in-mouth disease 
strikes many in the industry and cartoons in 
this book reflect several of the more virulent 
strains of that affliction. 

A few of the ironies will seem’obscure to 
those unfamiliar with particular Australian 
cigarette advertising campaigns. Most, 
though, have universal appeal and will be 
useful for reproduction in slides for those 
involved in teaching or trying to enliven their 
next conference paper on some less than 
engrossing topic. The book also contains 
dozens of anecdotes and one liners about 
quitting and smoking sent in by the public to 
the Quit for Life campaign. Some of these 
are truly amusing and whimsical, while 
others unfortunately betray a degree of 
sanctimony and contamination neurosis that 
I personally find tedious. 

My favourite? A take off (illustrated) by 
the Sydney Morning Herald *s Cathy Wilcox 


of a long running Australian Benson and 
Hedges cryptic campaign in which animated 
cigarette packs reply with **I know” to visual 
puns with the intention of diminishing or 
mocking concerns about the health effects of 
smoking. 

SIMON CHAPMAN 
Senior Lecturer in Community Medicine , 
University of Sydney, Australia 


Smoking cessation: 
strategies 

How to Stop Smoking and Stay Stopped 
for Good. G. Riley. (Pp 144; £5.99.) 
London: Vermilion, 1992. ISBN 0-09- 
175178-0. 

This self help book has two main approaches 
to smoking cessation. Firstly, it attempts 
some myth exploding. The author en¬ 
courages the reader to re-examine learnt 
assumptions about smoking. For example, 
she asserts that the main reason for smoking 
is to get the “ buzz, ” rather than the nicotine. 
Secondly, she asserts that the desire to smoke 
is “ all in the mind ” and can be overcome by 
adopting a simple strategy. 

Alan Marsh and Gil Matheson, in their 
celebrated 1983 study on smoking attitudes 
and behaviour, 1 first taught us about the way 
adolescent smokers acquire their beliefs in 
the efficacy of cigarettes and how the spell of 
this mythology has to be broken before a 
smoker becomes an ex-smoker. What we 
know much less about *is how most ex- 
smokers make the attempt to stop. Gillian 
Riley seems to have concentrated on this 
decision making process and observed that 
son\e smokers feel less deprived when they 
stop than others. She argues that those who 
feel deprived seem to be repressing their 
desire to smoke. 

Her method of helping people to stop 
smoking requires each person to accept that 
they are going to desire a cigarette after they 
have stopped and to adopt a simple mental 
decision tree to combat each urge. Essential 
to her approach is the promise that each 
person is free to continue to smoke but that 
intending quitters are saying no to this desire. 
As time goes by, the desire will reduce in 
intensity, and the choice always remains. 
Repression of the desire doesn’t work, she 
says, because the smoker is left with strong 
feelings of deprivation, which translate into 
uncomfortable withdrawal symptoms, such 
as anger, depression, anxiety, and weight 
gain. 

The author also advocates that quitters 
continue to associate with smoking friends, 
keep cigarettes with them, and deliberately 
invoke the desire to smoke in order $o keep 
reinforcing the decision. Some smokers may 
find this alarming. 

Reading this book takes perseverance. I 
found it very repetitive and a little dictatorial 
in tone. I realised my irritation was also 
about the psychoanalytic style of the book. 
The author has an interpretation for every 
feeling. So, if I feel angry when I stop 
smoking, that is because I have not adopted 
the right mental set-that is, the author’s 
method - and am feeling deprived. This is 
too simple and dogmatic for me. 

I am also suspicious of anyone who claims 
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a 75% success rate: is this for the author’s 
clinics or groups? If so, how does she arrive 
at this figure? Sales of the book will be no 
guide to success either. Presumably there are 
a lot of smokers out there who would just 
love to read a book and become an ex¬ 
smoker, just like many people read slimming 
books and hope to become slim. 

I would like to think that this book will 
help a lot of people to stop smoking, but 
there is no way of knowing. I would prefer 
a book called The People Say How They Gave 
Up as a myth exploder to this form of 
exhortation. 

LIZ BATTEN 

Senior Research Fellow , Department of Psychology , 
University of Southampton, Southampton , 
United Kingdom 

1 Marsh A, Matheson G. Smoking attitudes and 
behaviour. An enquiry earned out on behalf of 
the Department of Health and Social Security 
by the Office of Population Censuses arid 
Surveys . London: HMSO, 1983. 


Smoking prevention and 
cessation 

Smoking Prevention: Helping People 
Stop Smoking (40 pp); Smoking Pre¬ 
vention : An A-Z of Useful Ideas (68 pp); 
Smoking Prevention: A Guide to Using 
the Media ^28 pp); Smoking Prevention: 
A Guide to Agencies and Resources 
(52 pp). (£1-50 each or £5.00 for the set 
including postage and packing, but a con¬ 
tribution may be required for bulk orders. 
Available from HEA HELIOS Project, 
Bristol Polytechnic, Redland Hill, Bristol 
BS6 6U2, United kingdom; tel (44 272) 
238317; fax (44 272) 466928.) Bristol: HEA 
HELIOS Project, 1992. 

This series of four booklets provides a 
comprehensive set of good ideas for the 
practical implementation of smoking pre¬ 
vention and cessation initiatives. 

Although the booklets are aimed at people 
working in smoking prevention, they could 
also prove useful to a wider audience-for 
example, people working in health education 
and health promotion, including school 
teachers. In addition, the strategies described 
within the booklets could be implemented 
successfully with a wide range of target 
audiences, from primary school children to 
retired senior citizens. 

An A-Z of Useful Ideas provides an 
excellent compilation of strategies for imple¬ 
menting smoking prevention initiatives. The 
strategies cited are drawn from life situations 
that have proved effective in promoting non¬ 
smoking. For example, one strategy involved 
the production of a paper chain with 11000 
signed links from community members. 
Another involved sponsoring a music event 
to promote an organisation’s public image. 
In addition, the strategies illustrated skills 
based approaches, which are more effective 
than the isolated provision of information in 


preventing the uptake of smoking. 1- * For 
example, various strategies entailed building 
non-smoking messages into crosswords, graf¬ 
fiti, posters, advertisements, and cartoons 
and using media personalities to promote 
non-smoking, as well as various incentives to 
encourage smokers to stop, such as adopting 
a non-smoking partner or receiving an award 
after quitting for one week. A selection of 
cartoons and pictures relevant to the non¬ 
smoking issue are also included and could 
easily be copied and incorporated into smok¬ 
ing prevention initiatives. 

A Guide to Using the Media is an excellent 
manual to help people use the media more 
successfully to promote non-smoking. The 
booklet guides the reader through the basics 
of developing a newsworthy story, develop¬ 
ing a press release, accessing a range of media 
(newspapers, television, and radio), and 
using the media to oppose the tobacco 
industry. Throughout the booklet case 
studies are drawn on to illustrate the strate¬ 
gies suggested. 

Helping People Stop Smoking presents a 
useful array of strategies that smoking cess¬ 
ation workers can use to help individuals to 
stop smoking. These are consistent with 
evaluations reporting effective smoking cess¬ 
ation initiatives. 4 * Additional information is 
included on effective strategies for particular 
audiences, such as emphasising the shorter 
rather than longer term effects of smoking to 
encourage young smokers to stop. The 
strategies cited would be applicable in vari¬ 
ous settings from individual counselling 
sessions and group situations to the broader 
settings of workplaces or schools. In addition, 
background information is included to guide 
the reader through the process of smoking 
cessation from thinking about stopping to 
relapse and maintaining a non-smoking 
sutus. 

A Guide to Agencies and Resources provides 
a comprehensive listing of smoking preven¬ 
tion agencies and resources available in the 
United Kingdom. It therefore present^ a 
useful guide for workers in smoking pre¬ 
vention to locate needed resources and in¬ 
itiate networking among themselves. The 
guide should also contribute to minimising 
the unnecessary duplication of resources that 
persists worldwide. This is an especially 
important issue given that health promotion 
budgets are limited. 

The only weakness of this series of booklets 
from an international perspective is that the 
agencies and resources cited in the booklets 
are drawn only from the United Kingdom. 
However, the excellent array of smoking 
prevention strategies presented is applicable 
internationally. 

KYM SCANLON 
Project Officer , 
New South Wales State Cancer Council , 
Sydney, Australia 

1 Silvestri B, FI*y B. Smoking education: com¬ 

parison of practice and state of the art, Prev 
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2 Rundall T, Bruvold W. A meta-inalysis of 

school based smoking and alcohol use pre¬ 
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From the World Health Organisation 



Tobacco or Health 

This column will be used by the World Health 
Organisation’s programme on Tobacco or 
Health (TOH) to present, at regular intervals, 
important programme developments and ac¬ 
tivities. The successful implementation of 
some of these activities will depend, as is the 
case for other WHO activities, on the symbiotic 
efforts of the organisation’s member states and 
its secretariat. Information or other support is 
thus welcomed for the successful implemen¬ 
tation of TOH projects, and potential contri¬ 
butors are invited, at any time, to contact the 
programme. 


* * * 

Progress is being made in the development of 
the WHO tobacco or health data centre which 
is assembling profiles of the tobacco or health 
situation in each country, focusing primarily 
on the compilation and validation of data on 
trends in consumption, prevalence, and mor¬ 
tality. WHO has also developed a new method 
for monitoring the smoking epidemic in coun¬ 
tries with reliable mortality data. The method 
provides an estimate of smoking attributable 
mortality by age, sex, and cause of death based 
on a scaling of the observed lung cancer rate. 
Application of the method to all developed 
countries has yielded new, detailed, and com¬ 
prehensive estimates of the mortality due to 
smoking in developed countries. Recent WHO 
research has included the application of the 
technique to provide countries with guidelines 
to estimate such parameters as the proportion 
of all cancer deaths due to smoking based 
solely on the lung cancer death rate. A 
summary of the attributable fractions is pro¬ 
vided in the table. 

The data centre is also drawing on existing 
databases and, where necessary, mechanisms 
will be created to ensure the consistency and 
validity of data. Thus the unique WHO data 
collection on causes of death, dating back to 
1950, will be integrated into the data centre, 
enabling the programme to monitor the epi¬ 
demic of tobacco related diseases in more than 
70 countries. With the progressive expansion 
of valid data on tobacco use, and a firm 
commitment to promote epidemiological re¬ 


search into smoking related diseases in dif¬ 
ferent populations, the WHO data centre is 
progressively becoming a principal source of 
scientific data and information on the tobacco 
epidemic. 

* * * 

To allow more precise guidance for individual 
countries in their tobacco control efforts, the 
Tobacco or Health programme has initiated a 
project to establish methods and guiding 
principles for the evaluation and monitoring of 
national tobacco control policies, programmes, 
and activities. This guidance will provide 
information on the reasons and methods used 
for the evaluation of such programmes and will 
provide examples emanating from both de¬ 
veloped and developing countries. However, 
since examples from developing countries are 
limited, and often difficult to obtain, relevant 
information on this subject is sought. The 
Tobacco or Health programme has already 
consulted international experts who have con¬ 
firmed their support for the project. Col¬ 
laboration has also been established with the 
International Agency for Research on Cancer 
(IARC). 

* * * 

The second European seminar*on tobacco or 
health for national policy advisers and national 
programme managers was held in Budapest 
from 22 to 24 January 1992 under the auspices 
of the Tobacco or Health programme of the 
WHO Regional Office for Europe (EURO). 
More than 70 participants were present from 
almost all the countries of Eastern and Western 
Europe. The venue of the meeting was well 
chosen as the prevalence of smoking and the 
rate of smoking related deaths in Hungary are 
among the highest in the world. Recent WHO 
estimates indicate that during the 1990s, 19% 
of female deaths and 46% of male deaths 
among people aged 35-69 in Hungary will be 
attributable to smoking. Only Polish men at 
51% rank higher on this indicator. Already 
more than one million Europeans die every 
year from diseases caused by smoking. 

One of the purposes of the seminar was to 
assess progress made towards a smoke-free 


Estimated percentage of cancer deaths due to smoking 


Age standardised lung 
cancer mortality 
[per 100000] 


Age specific lung 
cancer mortality 
\per 200000) 
at ages 55-64 years 


Average % of all cancer 
deaths attributable 
to smoking 


For further information 
contact: Dr } R Menchaca, 
Programme Manager, 

WHO Tobacco or Health 
Programme, 20 Avenue 
Appia, CH-12U, Geneva 27, 
Switzerland. (Tel (41 22) 

791 21 lli fax *.41 22) 

791 07 46.) 


Males 


£ 100 

£ 250 

47 

80-99 

200-249 

43 

50-79 

150-199 

38 

35-49 

75-149 

24 


Females 


20-34 

50-99 

15 

10-19 

25-49 

5 

< 10 

<25 
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Tobacco or health 


Europe, In 1987 the WHO Regional Com¬ 
mittee for Europe adopted a five year action 
plan on tobacco. This ambitious plan outlined 
objectives and timetables that would be needed 
to lead to the adoption of comprehensive 
tobacco control policies by 1992, so that the 
Health for All targets of 1995 of a minimum of 
80% non-smokers in each country and a 50% 
reduction in tobacco consumption" could be 
achieved. 

In reviewing progress made towards these 
objectives, participants were suitably encou¬ 
raged. One group of countries has had com¬ 
prehensive tobacco control polices for some 
time; most of these countries have recently 
implemented new measures to further streng¬ 
then their tobacco control polices - for 
example, Finland and Portugal. Other coun¬ 
tries have taken positive steps towards imple¬ 
menting the action plan, but their actions are 
too recent for effectiveness to be assessed - for 
example, France - or their actions, while repre¬ 
senting progress, fall short of the compre¬ 
hensive programmes called for in the action 
plan - for example, Czechoslovakia. In a third 
group of countries, few if any actions have 
been taken to control tobacco - for example, 
Germany. In many of these countries, in¬ 
cluding many Eastern European countries, 
tobacco consumption is still increasing. 

While participants noted that encouraging 


progress had been made in many countries, 
overall results still fell short of the targets and 
objectives. It was concluded that unless pres¬ 
ent trends change dramatically the countries of 
EURO would not be able to fully reach the 
target of reducing tobacco consumption by 
50 % by 1995 and that no country was likely to 
succeed in having 80% of its population as 
non-smokers by the same date. “ While a small 
number of countries may reach these goals by the 
year 2000 , overall the number of tobacco related 
deaths is expected to continue to increase 

In September 1991 the WHO Regional 
Committee for Europe met in Lisbon and 
noted that there had been delays in achieving 
targets for the reduction of smoking. They 
subsequently asked the Regional Director to 
collaborate with member states and inter¬ 
governmental organisations, to develop a draft 
second action plan for a tobacco-free Europe 
for the period 1992-6, Participants in the 
Budapest seminar agreed that the content of 
the first action plan was not flawed in any 
fundamental way. However, greater efforts 
were needed on the part of member states for 
its implementation with increased inter¬ 
national cooperation, the development of 
national and international alliances for health, 
and focused national and international col¬ 
laboration to solve specific policy implemen¬ 
tation problems. 


From the International Union Against Cancer 
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UICC Senegal summit of African tobacco 
control leaders 

Dee Burton 


The complete proceedings 
of the Senegal summit are 
available from Dr Dee 
Burton, Prevention Research 
Center. School of Public 
Health. University of 
Illinois at Chicago. 850 
West Jackson Boulevard, 
Room 416, Chicago, Illinois 
60607, USA. Tel 1312'. 

996 7222; fax .1 312 996 
2703., 


A summit of African tobacco control leaders 
was held in Dakar, Senegal, 20-22 November 
1991. The summit was organised by the 
International Union Against Cancer (UICC), 
funded by the American Cancer Society, and 
hosted by the International Development Re¬ 
search Center (CRDI/IDRC, based in 
Ottawa) West Africa office. The summit was 
strictly a work session, with no formal papers 
presented. Activists from seven African coun¬ 
tries (Egypt, Kenya, Liberia, Nigeria, Senegal, 
Uganda, and Zambia) worked together with 
members of an international support team 
(from Canada, the United Kingdom, and the 
United States) to share experiences and strat¬ 
egies for strengthening the tobacco control 
effort on the African continent. Tobacco 
control leaders from South Africa, Sudan, and 
Tanzania were unable to attend, but shared 
theit experiences through correspondence. 

Following the opening session the work 
began with leaders providing an update on 
activities in their respective countries. The 


achievements described, including major coun¬ 
try wide legislation, successful counter in¬ 
dustry battles, and public education and in¬ 
formation programmes are remarkable in that 
they have been attained with virtually no 
programme funds and usually very little other 
resources. Some of the highlights of activities 
in each country, including successes and 
continuing problems, are given below. 

Country reports 

NIGERIA 

A tobacco control law banning ’ smoking in 
public places and requiring health warnings on 
tobacco advertisements was passed in Nigeria 
in 1990. A considerable number of offices in 
Lagos, following a massive campaign con¬ 
ducted by the Nigerian Commission on Smok¬ 
ing or Health and the Federal Ministry of 
Health, have instituted smoke-free workplace 
policies. A “No-Tobacco Day” rally was held 
on 31 May 1991 and was considered to be 
highly successful because of the extent of 
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participation by the media and by the public - 
in particular, women and schoolchildren. 

One suggestion from the rally was to hold 
symposia for different groups of people, such 
as law enforcement agents. A symposium for 
police was held on 4 November 1991; the 
meeting was chaired by the director general of 
the Nigerian Institute of Advanced Legal 
Studies. One of the most striking results of the 
meeting was the discovery that none of the 
police had ever seen a copy of the tobacco 
control decree. Thus, an important outcome 
involved empowering the police to enforce the 
law by familiarising them with its details and 
intent. 

The very different roles of police and 
responses of citizens to police in different 
African countries were critically examined by 
the summit participants. 


EGYPT 

The anti-smoking campaign started in Egypt 
in 1977. The first anti-smoking workshop was 
sponsored by the UICC in 1979. Following 
this workshop, the Egyptian Medical Associ¬ 
ation and the Egyptian Cancer Society pre¬ 
pared a background paper, which was sent to 
the Egyptian parliament in 1980. As a result of 
this document comprehensive tobacco control 
legislation was passed in 1981, prohibiting 
smoking in public places, establishing a partial 
advertising ban, and setting limits for tar and 
nicotine yield for all cigarettes sold within the 
country. The parliament’s debate of these 
various issues was covered widely by the 
media, which helped to fuel the anti-smoking 
movement. 

In collecting smoking prevalence data for 
Egypt, the World Health Organisation ques¬ 
tionnaire items were used with the regular 
census collection. Similarly, some data con¬ 
cerning economic consequences were obtained 
in conjunction with another national, rep¬ 
resentative survey, thus making the data col¬ 
lection quite inexpensive. The Egyptian family 
allocates, on average, about 5 % of its house¬ 
hold budget for tobacco products, compared 
with 3-2% for medical care and 1*8% for 
culture and sports. An estimated 20% of the 
population over 12 years of age smoked in 
1986. By 1988 there was a slight drop in 
smoking rates. 

Awareness that smoking is a health hazard is 
almost universal (99*5 % of smokers, according 
to one study). The success of the information 
campaign is attributed primarily to television. 
Current educational programmes of the anti¬ 
smoking campaign are directed at specific 
subgroups of the population, most notably 
physicians and the army. 

Finally, there are no cigarette vending 
machines in Egypt. 


ZAMBIA 

Zambia has had a total tobacco advertising 
ban since 1972. The only time that cigarettes 
are seen in advertisements is once a year when 


the “sports man” of the year is chosen, and the 
advertisement shows a pack of cigarettes. 

The Zambian Anti-Smoking Society leads 
the tobacco control effort; its working com¬ 
mittee includes police officers, public service 
workers, an economist from the Ministry of 
Finance, two officials from the Ministry of 
Health, and educators. Tobacco growing has 
been declining in Zambia in recent years. 

One potential problem arose in 1990 when 
the National Service administered a camp for 
youths to enable them to grow tobacco. (The 
National Service workers are unemployed 
youth and school dropouts. The national 
Service collects these young men and women 
from throughout the country and brings them 
into camps to work.) The Zambian Anti- 
Smoking Society is planning to meet with the 
commandant of the National Services to rec¬ 
ommend diversion from tobacco crops to maize 
or other crops badly needed in the country. 
There is a need to both stop famine and 
cultivate land. Currently Zambian fanners 
cannot produce enough maize to feed the 
population. In addition, substantial areas of 
forest are reported to have been destroyed for 
the tobacco curing process; this is not yet a 
major problem, but there is a fear that it soon 
will be if the National Service continues to 
promote tobacco growing. 


UGANDA 

The history of smoking control in Uganda, 
though brief, is full. It began #ith participation 
of Ugandans in the UICC-sponsored work¬ 
shop in Tanzania in 1988. As a result, in 
1989 the Uganda Anti-Tobacco Association 
(UGATA)Vas formed and its first activity was 
to organize the UICC workshop held in 
Mukono, near Kampala, in November 1990. 
At the same time a second group consisting 
primarily of businessmen formed the Uganda 
Smoke-Free Society with one of the doctors. 

Recommendations of the Mukono workshop 
included specific objectives for 1991. The first 
objective was to consolidate the UGATA 
coalition, the Uganda Smoke-Free Society, 
and other groups interested in tobacco control; 
this was accomplished. Five meetings were 
held in 1991 before the Senegal summit. A 
permanent committee and chairperson, sec¬ 
retary, and treasurer were elected. The com¬ 
mittee includes a representative of the govern¬ 
ment political organ, the National Resistance 
Movement, a representative of the Uganda 
Moslem Supreme Council, and an individual 
from the Ministry of Commerce with a special 
interest in economics. 

The second objective was to develop re¬ 
search proposals for submission for funding; 
four were developed, and one of these has 
recently been approved for funding. A third 
objective was to publish the proceedings of the 
Mukono workshop, which included formal 
presentations; these will be available in the 
summer of 1992. 

Finally, a fourth objective was to carry out 
some activities to increase awareness of health 
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Burzom 



For further information 
contact: Mrs Isabel 
Mortara, Head, Education 
Department. 3 rue du 
Conseil-General, 1205 
Geneva, Switzerland. (Td 
41 22' 3201811; fax (4122) 
320 18 10.; 


and tobacco issues in Uganda, and an anti¬ 
tobacco television programme for children was 
produced. In addition, Rotary International 
through the Uganda Art Foundation donated 
funds to pay for public health talks. They also 
produced 1000 T shirts and 1000 stickers, 
which were distributed on 31 May 1991 
(World No-Tobacco Day) to railways, buses, 
and minibuses, as well as to government 
offices. 

UGATA is currently focusing on promoting 
some legislative changes, beginning with regu¬ 
lation of smoking in public places. 


LIBERIA 

Liberia has been in civil war for almost two 
years; a partial peace now exists. Before the 
war tobacco advertising was widespread. 
There were no tobacco control regulations. 
Liberians grow tobacco only on a small scale, 
for local consumption. The tobacco control 
effort is on hold until the country is able to 
attain peace and begin to repair its infra¬ 
structure and restore basic services for the 
population. 


SENEGAL 

There are several individuals active in tobacco 
control in Dakar, and significant programme 
activities have been sponsored by the In¬ 
ternational Union Against Tuberculosis and 
Lung Disease. During the week of the summit, 
representatives of the Dakar Anti-Smoking 
Society, the CRDI/IDRC, and the UICC met 
to discuss possible future collaborations in 
Senegal, and more generally with francophone 
Africa. 


KENYA 

The most salient recent success of the Kenyan 
programme was the total defeat of the Marl¬ 
boro rally. The strategy was first of all a 
political manoeuvre, claiming that Philip Mor¬ 
ris cares about British and American children 
dying but not about Kenyan children dying. 
During the anti-Marlboro campaign, Patrick 
Sheahy flew to Nairobi to meet with President 
Moi of Kenya to support the rally. The 
Marlboro rally was a SI million, three day 
event. The second step of the success of the 
anti-tobacco group then was in finding other, 
non-tobacco sponsors - for example, Kodak 
and a Japanese computer company - which 


together funded the rally after Marlboro’s 
defeat. 

This year about 6000 schools throughout 
Kenya participated in anti-tobacco competi¬ 
tions for poems, jingles, songs, themes, and 
dramatic events. 

A two-person office in Nairobi has been 
responsible for most of the tobacco control 
events, including the rally defeat and the 
countrywide school competitions, as well as 
the broadcast of television and radio anti¬ 
smoking programmes. 


Action issues 

The tobacco control leaders addressed in detail 
four specific action issues: funding needs, 
research priorities, Africa’s contributions to 
the then upcoming Buenos Aires conference, 
and communications needs. New funding for 
the African programme from the CRDI/ 
IDRC was announced. 

Significant attention also was given to the 
potential of African women in leading the 
tobacco control movement in their respective 
countries, to the continuing practice of selling 
single cigarettes in some countries, and to the 
issue of taxation. Several summit participants 
felt that tax increases may not constitute a 
recommended action for their countries at this 
time because of the need for more anti-smoking 
education first; however, it was agreed that 
research on this topic is needed. 

* * * 

This work session* was the UICC’s first 
meeting in a francophone African country. 
The summit was officially opened by the 
Minister of Urban Affairs on behalf of the 
Minister of Health of Senegal. All summit 
members then participated in a bilingual press 
conference. The meeting received television, 
radio, and newspaper coverage in Dakar. The 
summit has paved the way for a greater 
emphasis on francophone Africa. One of the 
outcomes of the summit was a decision for the 
UICC to sponsor its first countrywide work¬ 
shop for francophone Africa in 1993 (the site 
is not yet selected), with the hope that this 
workshop might be a collaboration with other 
international organisations and might serve 
also as a summit of francophone African 
tobacco control leaders. 

The next U.ICC-sponsored countrywide 
workshop will be held in Lagos, Nigeria, in 
November 1992. 
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CALENDAR OF 
EVENTS 


Full details of events to be included in the 
jlcndar should be sent to Ms Sharon Davies, 
kl hnical editor , Tobacco Control, BMA 
House, Tavistock Square, London WClH 
HR. United Kingdom. 

National Wellness Institute 

/ "r/i annual national conference 

12-19 July 1992, Stevens Point, Wisconsin, 

USA 

Further details-. Linda Zorn Newcomb, 
National Wellness Institute, Inc, 1319 
Fremont Street-South Hall, Stevens Point, 
WI 54481, USA. (Tel (1 715) 346 2172; fax 
i 715) 346 3733.) 


Third International Conference on 
Head and Neck Cancer 

26-30 July 1992, San Francisco, California, 
USA 

Further details’. Ruth C Enquist, We Plan 
Meetings, Inc, 1503 15th Street, NE, 
Rochester, MN 55904, USA. (Tel (1 507) 
285 1523.) 


Seventh International Conference on 
Cancer Nursing 

16-21 August 1992, Vienna, Austria 
Further details : M Darley, 2nd Floor, 
Mulberry House, Royal Marsden Hospital, 
Fulham Road, London SW6 6JJ, United 
Kingdom. 


Fifth National Conference on Nicotine 
Dependence 

17-19 September 1992, Seattle, Washington, 
USA 

Further details : Virginia Roberts, American 
Society of Addiction Medicine, 5225 
Wisconsin Avenue, NW, Suite 409, 
Washington, DC 20015, USA. (Tel (1 202) 
244 8948; fax (1 202) 537 7252.) 


First UICC International Conference 
on Women and Smoking 

5-7 October 1992; Slieve Donard Hotel, 
Newcastle, County Down, Northern Ireland, 
United Kingdom 

Further details: Conference Secretariat, 
Ulster Cancer Foundation, 40-42 Eglantine 
Avenue, Belfast BT9 6DX, Northern 
Ireland. (Tel (44 232' 663281; fax (44 232) 
660081.', 

American School Health Association 

66th annual conference. Changes in the 
American family: the impact on school health 
g -12 October 1992, Clarion Plaza, Orlando, 
Florida, USA 

Further details : D A Davis, Executive 


Director, PO Box 708, Kent, OH 44240, 
USA. (Tel (1 216) 678 1601.) 

Tobacco at the Workplace 

10 October, Brussels, Belgium 
Further details: Oeuvre Beige du Cancer, 21 
rue des Deux Eglises, 1040 Brussels, 
Belgium. 


American Association for Cancer 
Education 

18-21 November 1992, Houston, Texas, 
USA 

Further details: C Harreld, Conference 
Services, Box 131, 1515 Holcombe 

Boulevard, Houston, TX 77030-4075, USA. 
(Tel (1 713) 792 2222.) 


Europe Against Cancer Week 

Cancer prevention and health promotion in the 
workplace 

12-18 October 1992 

Further details: Janet Marshall, Europe 
Against Cancer Programme, European Com¬ 
mission, 8 Storey’s Gate, London SW1P 
3AT, United Kingdom. 


Action on Smoking and Health (ASH) 

21 si birthday conference 
19 October 1992, Royal College of 
Physicians, London, United Kingdom 
Further details : Helen Ryder, ASH, 109 
Gloucester Place, London W1H 3PH. 
United Kingdom. (Tel (44 71) 935 3519; fax 
(44 71) 935 3463.) 

Seventh National Conference on 
Chronic Disease Prevention and 
Control 

21- 23 October 1992, Salt Lake City, Utah, 
USA 

Further details : Dr John Livengood, 
National Center for Chronic Disease Pre¬ 
vention and Health Promotion, Centers for 
Disease Control, 1600 Clifton Road, NE, 
Mailstop K-45, Atlanta, GA 30333, USA. 
(Tel (1 404) 488 5532; fax (1 404) 488 5964.) 

Third EMASH Seminar (European 
Medical Association on Smoking or 
Health) 

Economic issues of smoking and quitting 
smoking 

22- 24 October 1992, Hotel Sheraton 
Nikolaus, Bari, Italy 

Further details : Professor P Freour, Presi¬ 
dent, 26 rue Millicre, 33000 Bordeaux, 
France. (Tel (33 56) 91 64 01; fax (33 56) 91 
79 83.) 

Association of European Cancer 
Leagues 

Annual conference and general assembly , The 
political role of the cancer leagues 
6-8 November 1992, Budapest, Hungary 
Further details : c/o Danish Cancer Society, 
35 Rosenvaengets, Hovedvej, 2100 
Copenhagen, Denmark. 


American Public Health Association 

120th annual meeting 

8-12 November 1992, Washington, DC, 
USA 

Further details ; Mr Bob Johnson, Director 
of Conventions, American Public Health 
Association, 1015 Fifteenth Street, NW, 
Washington, DC 20005, USA. (Tel (1 202) 
789 5600.) 


Great American Smokeout 

19 November 1992 

Further details : Sue Kirkland, American 
Cancer Society, 1599 Clifton Road, NE, 
Atlanta, GA 30329, USA. (Tel (1 404) 329 
7907.) 


STAT ’92; Building the Movement 

20-22 November 1992, Springfield, 
Massachusetts, USA 

Further details ; Stop Teenage Addiction to 
Tobacco (STAT), 121 Lyman Street, Suite 
210, Springfield, MA 01103-1315, USA. 
(Tel (1 413) 732 7828; fax(l 413) 732 4219.) 


Face au Tabagisme: Xemes Journees 
Psychologic et Cancers 

3-5 December 1992, Nancy, France 
Further details: Professeur C Chardot, 
Centre Alexis Vautrin, Avenue de Bourgogne 
Brabois, 54511 V andoeu vre-Les-Nancy 
Cedex, France. 


Art and Science of Health Promotion 
Conference 

Health promotion : What*s the impact? 

24-27 February 1993, Hilton Head Island, 
South Carolina, USA 

Further details: Trish Lightner, American 
Journal of Health Promotion^ 1812 South 
Rochester Road, Suite 200, Rochester Hills, 
MI 48307-3532, USA. (Tel (1313) 650 
9600.) 

American Society of Addiction 
Medicine 

29 April-2 May 1993, Westin Bona venture, 
Los Angeles, California, USA 
Further details : J F Callahan, DPA, Execu¬ 
tive Vice President, 5225 Wisconsin Avenue, 
NW, Suite 409, Washington, DC 20015, 
USA. (Tel (1 202) 244 8948.) 


World No-Tobacco Day 

Health services, including health personnel, 
against tobacco 
31 May 1993 

Further details ; Dr Claire Chollat-Traquet, 
WHO Tobacco or Health Programme, 20 
Avenue Appia, CH-12U Geneva 27, 
Switzerland. (Tel (41 22) 791 21 11; fax 
(41 22) 791 07 46.) 


Third International Conference on 
Preventive Cardiology 

27 June-1 July 1993, Oslo, Norway 
Further details : Conference Secretariat, 
Statens helseundersokelser (SHUS), PO Box 
8155 Dep, N-0033 Oslo, Norway. 
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SPECIAL REPORT 


Smoking and Health in the Americas 

A 1992 Report of the Surgeon General, in collaboration with the Pan American Health 
Organization 

Executive Summary 


CDC 

CENTERS FOR DISEASE control 





On 12 March 1992 US Surgeon General 
Antonia C Novello released the 1992 Surgeon 
General's report on smoking and health. The 
report, produced in collaboration with the Pan 
American Health Organisation (PAHO), is the 
22nd Surgeon General's report on smoking and 
health, and the first to have an international 
focus. It deals with smoking and health in the 
Americas , paying particular attention to Latin 
America and the Caribbean. 

The complete report contains 213 pages, 69 
tables, and eight figures. The executive summary 
is reproduced below. The acknowledgments sec¬ 
tion has been omitted; it lists 11 editors, nine 
contributing authors, 44 reviewers, and 39 other 
contributors . 

A form for ordering the complete report is 
reproduced below . The report is available in 
English and Spanish. Additional copies of the 
executive summary and a consumer oriented four 
page summary (“At a Glance”) are available - 
iff English and Spanish - from the Office on 
Smoking and Health, National Center for 
Chronic Disease Prevention and Health Pro¬ 
motion, Centers for Disease Control, 1600 
Clifton Road, NE, Atlanta, Georgia 30333, 
USA (tel (1404)4885705; fax (1404)488 
5939). 

PAHO is publishing a report entitled Tobacco 
or Health: Status in the Americas, 1992 
(PAHO Scientific Publication No 536). It 
accompanies the 1992 Surgeon General*s report 
and contains information available as of late 
1990 on tobacco use, tobacco related disease, and 
tobacco-use prevention and control efforts for the 
Region of the Americas, excluding the United 
States. The PAHO report (approximately 360 
pages in length) contains information on each 
country and other political entities in the region. 
It will be available from PAHO in mid-1992 
from the Tobacco or Health Program, Pan 
American Health Organisation, 525 23rd Street, 
NW, Washington, DC 20037, USA (tel (1 202) 
8613266; fax (1202) 2235971).— ED 

Feb 14, 1992 

TO: The Honorable Thomas S. Foley 

Speaker of the House of Representatives 
Washington, D.C. 20515 
and 

The Honorable Dan Quayle 
President of the Senate 
Washington, D.C. 20510 
It is my privilege to transmit to the Congress 
the 1992 Surgeon Generars report on the 


health consequences of smoking as mandated 
by Section 8(a) of the Public Health Cigarette 
Smoking Act of 1969 (Pub. L. 91-222). The 
report was prepared by the Centers for Disease 
Control's Office on Smoking and Health in 
conjunction with the Pan American Health 
Organization. 

The topic of this report, Smoking in the 
Americas, reflects a concern for the broader 
problems posed by tobacco consumption. The 
report explores the historical, social, economic, 
and regulatory aspects of smoking in the 
Western Hemisphere. It defines the current 
extent of tobacco control activities in the 
countries of the Americas and stresses the need 
for regional coordination and cooperation in 
our efforts to create a smoke-free society. 

The countries of North America—the 
United States and Canada—are in the midst of 
a major epidemic of smoking-related disease, 
including cancer, heart disease, chronic ob¬ 
structive lung dise&e, and adverse outcomes 
of pregnancy. The countries of Latin America 
and the Caribbean now show evidence of a 
rising prevalence of smoking, particularly 
aihong young people, and in the absence of 
efforts to decrease tobacco use, are likely to be 
swept by a similar epidemic. 

I believe that we in the United States must 
provide leadership through continued efforts 
to control tobacco consumption and prevent 
the uptake of smoking by young people. In 
addition, I believe that we must participate 
fully in regional efforts to develop effective 
smoking-control programs. 

Sincerely, 
Louis W. Sullivan, M.D. 

Secretary of Health and Human Services 
Washington, DC 20201 


Foreword 

By the mid-1980s, an estimated 526,000 people 
in the Americas were dying each year of 
diseases that are directly attributable to smok¬ 
ing. The number continues to. increase. Most 
of these deaths occur in Canada and the United 
States, where smoking has been a widespread, 
entrenched habit for over 60 years. However, 
approximately 100,000 deaths occur annually 
in the countries of Latin America and the 
Caribbean. We are in the unfortunate position 
of watching an epidemic—like the one we are 
currently living with in the United States— 
begin to gather momentum among our neigh¬ 
bors. 

The determinants of smoking are complex. 
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Many forces are brought to bear on the young 
person who is deciding whether or not to 
smoke. The current overall prevalence of 
smoking in a population—a general measure of 
its social acceptability—plays a large role. The 
frequency with which peers or role models 
smoke may be even more important. The 
current laws and regulations that govern 
smoking may influence the decision, as do the 
price of cigarettes and the ease with which they 
can be purchased. The extent to which tobacco 
products are advertised and the forms and 
mechanisms for tobacco promotion are also 
likely to have a major influence on a young 
person’s decision. All of these combine in an 
intricate way to create a social norm; the 
individual decision is hardly an isolated and 
independent event. 

Considerable gains have been made against 
smoking in Canada and the United States in 
recent years. As documented in previous 
Surgeon General’s reports, the prevalence of 
smoking in the United States has been falling 
at a rate of approximately 0.5 percentage points 
per year. But millions continue to smoke, and 
the current rate of decline will not reduce 
smoking prevalence to the goal of 15 percent 
set for the year 2000. It is clear that the efforts 
under way in the United States and Canada are 
important in maintaining the momentum of 
smoking abatement, but it is equally dear that 
they are insufficient. More sectors of society 
must be brought into die nonsmoking co¬ 
alition, and the tools at our disposal must be 
further strengthened. 

Other countries of the Americas face dif¬ 
ferent circumstances. For some, still in the 
process of economic development, the preva¬ 
lence of smoking is still low, and the problem 
may have a lower priority than more acute 
public health concerns. For others, further 
along in their development, diseases assodated 
with smoking are already major causes of 
death, and the prevalence of smoking is high 
among young people in urban areas. Overall, 
the impact of smoking-related illness is not yet 
as evident in the other countries of the 
Americas as in Canada and the United States. 
However, the high prevalence among young 
people in many of these countries is ominous. 
Each country must deal with its problem in its 
own political, economic, and cultural context. 
Nonetheless, the countries of the Americas face 
a common threat, even though they may be in 
differing stages of its evolution. A common 
approach, characterized by agreement on 
goals, objectives, and means, can benefit the 
entire region. 

The Pan American Health Organization 
(PAHO) has taken significant steps to establish 
a forum for the exchange of ideas and for the 
development of a joint plan of action. As a 
regional branch of the World Health Organ¬ 
ization, PAHO in turn takes part in an 
international forum for coordinated action 
against tobacco. The individual decision to 
smoke—both now and in the future—will 
ultimately be influenced by these efforts of the 
global community. 

This Surgeon General’s report is the 


twenty-second in a series that was inaugurated 
in 1964 and mandated by law in 1969. The 
current report looks at the place of smoking in 
the societies of the Americas and at the current 
efforts to prevent and control tobacco use. It is 
perhaps best viewed as a planning document, a 
portrayal of the current situation in the 
Americas that will provide the basis for a 
concerted approach to future prevention strat¬ 
egies. 

James O. Mason, M.D., Dr.P.H. 

Assistant Secretary for Health, 
Public Health Service 
William L. Roper, M.D., M.P.H. 

Director , Centers for Disease Control 

Preface 

This 1992 report of the Surgeon General, 
Smoking and Health in the Americas , is the 
second on smoking and health during my 
tenure as Surgeon General. Over the years, the 
reports have systematically examined the effect 
of smoking on human health: the biologic 
effects of substances in tobacco, the risks of 
disease, the susceptibility of target organs, the 
addictive nature of nicotine, and the evolving 
epidemiology of the problem. The reports 
summarize a massive amount of information 
that has accumulated on the untoward effects 
of tobacco use, now easily designated the single 
most important risk to human health in the 
United States. The 1990 report, The Health 
Benefits of Smoking Cessation , documented the 
positive impact of quitting and thus furthered 
the logical argument leading to a smoke-free 
society. * 

This report is a departure from its pre¬ 
decessors in that it treats the evidence against 
smoking as an underlying assumption. The 
issue for the future is how we will go about 
achieving a smoke-free society, and a con¬ 
sideration of smoking in the Americas is an 
early step in that direction. The report explores 
the historical, epidemiologic, economic, and 
social issues that surround tobacco use in the 



US Surgeon General Antonia C Novello 
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Americas. It focuses on cultural antecedents 
and trends, on social and economic structure, 
and on the local, national, and regional efforts 
that are currently under way to control tobacco 
use. 

One of the striking inferences to be drawn 
from the report is that the countries of the 
Americas occupy a continuum of consequences 
related to smoking. This continuum appears to 
be related to overall economic development. 
Countries that are further along the path of 
industrialization have gone through a period of 
high smoking prevalence and are now ex¬ 
periencing the incongruous combination of 
declining prevalence and increasing morbidity 
and mortality from smoking. Other countries, 
substantially along the path, are entering a 
period of high prevalence and may also be 
experiencing some of the disease and disability 
associated with smoking. Still others, less 
developed industrially, have low prevalences 
of smoking and relatively lower estimates for 
smoking-attributable mortality, but must con¬ 
tend with numerous other public health issues. 

Not all countries fit easily into such a simple 
classification. Within countries, there is con¬ 
siderable diversity in the pace of industrial¬ 
ization, urbanization, and general development 
as well as in the manifestation of the effects of 
tobacco use. But the classification is useful in 
defining the pathway that all countries are 
likely to take. In the absence of coordinated 
action, the epidemic of tobacco use is likely to 
proceed according to a well-defined script: 
gradual adoption of the smoking habit, long¬ 
term entrenchment of tobacco use, and a major 
loss of human life. 

The forces that create this script are complex 
and often difficult to untangle. One of the 
major findings of the report is the crucial role 
of surveillance in understanding the intricate 
interrelationship of the factors that influence 
smoking. The educational level of the popu¬ 
lation, for example, illustrates the complexity. 
Data from selected sources indicate that smok¬ 
ing is more prevalent among highly educated 
women than among less-educated women. One 
would think that increased education would be 
linked to a greater awareness of and concern 
about the health consequences of smoking, but 
this assumption appears incorrect. It may be 
that a higher education level, especially in 
developing countries, imparts, greater sus¬ 
ceptibility to messages that promote positive 
associations with smoking. Only through sys¬ 
tematic monitoring of smoking prevalence as 
well as of the knowledge, attitudes, and 
behaviors of the population can we appreciate 
the underlying reasons for the current epi¬ 
demiologic configuration. Such appreciation, 
in turn, is the basis for a rational prevention 
and control program. 

Another area in which surveillance is critical 
is in the monitoring of the tobacco sector of the 
economy. Such monitoring should include 
production, consumption, price structure, and 
taxation policy as well as advertising and 
promotion of tobacco products. The structure 
of the industry in any country will have 
important ramifications for the growth and 


“success” of the commodity. One of the 
fundamental paradoxes of market-oriented 
societies is that some entrepreneurs—even 
acting completely within the prescribed rules 
of business practice—will come into conflict 
with public health goals. The market structure 
of the tobacco industry constitutes a major 
threat to public health simply because the 
product is tobacco. In the tobacco industry, 
attempts to control a large market share, 
marketing to target groups, widespread use of 
innovative promotional techniques, and cor¬ 
porate growth, development, and consolid¬ 
ation—in short, the traditional elements of 
successful entrepreneurial activity—are ulti¬ 
mately inimical to the public health. Each 
country faces its own resolution of this para¬ 
dox, but recognizing and monitoring it is 
fundamental to the prevention and control of 
tobacco use. 

Most countries of the Americas have begun 
to face these complex issues. Several have 
taken major steps, others tentative ones, but all 
should recognize the crucial role of inter¬ 
national coordination and cooperation. It is 
clear that although most countries can have 
significant impact on their own smoking- 
related problems, the international community 
can become smoke-free only by acting in 
concert. The process is an arduous one that 
begins with multifaceted efforts to change 
social norms regarding smoking and that 
moves ultimately to a disappearance of demand 
for tobacco products. I hope that the current 
report will serve as an impetus for continuing 
activity in the cofifcrol of smoking and for 
mobilization of international resources toward 
the goal of a smoke-free society. 

Antonia C. Novello, M.D., M.P.H. 
x Surgeon General 


Preface 

Diseases related to smoking are an important 
cause of premature deaths in the world, both in 
developed and developing countries. Elimin¬ 
ating smoking can do moire to improve health 
and prolong life than any other measure in the 
field of preventive medicine. 

Developing countries, including those of 
Latin America and the Caribbean, are not 
behind their neighbors in the north with regard 
to the tremendous growing problem of non- 
communicable diseases related to tobacco con¬ 
sumption. 

Over the last three decades, the countries of 
Latin America and the Caribbean have ex¬ 
perienced important changes in their demo¬ 
graphic, socioeconomic, and epidemiologic 
profiles. Increasing numbers of the older, more 
urban, and especially the poorer populations of 
the region, are dying of diseases related to 
lifestyle determinants. Consumption of to¬ 
bacco is one of these harmful threats to the 
health and well-being of our populations. 

Despite that, in most of the developing 
countries of our region, not enough attention 
has been given to generate actions and the kind 
of information needed for policy and program 
formulation with regard to tobacco control. It 

2501234650 


Source: https://www.industrydocuments.ucsf.edu/docs/shhlOOOO 





Smoking and Health in the Americas 


153 


is also unfortunate that while the transnational 
conglomerates in control of almost all tobacco 
production and marketing have directed their 
efforts toward penetrating developing econ¬ 
omies, many governments, given the urgent 
needs created by other health problems, and in 
some cases due to financial or economic 
reasons, consider tobacco control a low 
priority. 

The United States Government and the Pan 
American Health Organization (PAHO) have 
been working in a joint effort to generate the 
information included in the Surgeon General's 
report, and the PAHO country report, which 
hopefully will bring more awareness and 
promote action against smoking in the region 
of the Americas. 

Our collaboration with the Office of the 
Surgeon General has been highly satisfactory, 
and it will encourage the development of a 
regional network for implementing research 
and exchange of successful experiences in the 
control of tobacco addiction. 

Carlyle Guerra de Macedo, M.D., M.P.H. 

Director , Pan American Health Organization 
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Argentina 
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Brazil 

Central America 
Belize 
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Nicaragua 
Panama 
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Latin Caribbean 
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Caribbean 

Anguilla 
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Dominican Republic Turks and Caicos Islands 
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Puerto Rico 


Virgin Islands 

North America 
Canada 

United States of America 


Data in this report are almost exclusively presented 
by the above regions. In some instances, however, 
information is presented separately for the French 
overseas departments in the Americas ^(French 
Guiana, Guadeloupe, and Martinique) and the 
French territory Saint Pierre and Miquelon, which is 
in North America. Such instances are noted in the 
text. 

The designations employed and the presentation of 
the material in this publication do not imply the 
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Introduction 

Recognition that the problems posed by per¬ 
sonal risks are amenable to social solutions is 
an important contribution of modem public 
health. Each person makes choices, but such 
choices are shaped by social, economic, and 
environmental circumstances. On an even 
broader scale, national choices are made in a 
complex regional or global setting. This report 
attempts to place the personal risk of smoking 
in the Americas in the larger context and to 
underline both the heterogeneity and the 
interrelationships of nations. 

Previous Surgeon General’s reports have 
focused primarily, although not exclusively, on 
the epidemiologic, clinical, biologic, and phar¬ 
macologic aspects of smoking. With the 
twenty-fifth anniversary report (U.S. Depart¬ 
ment of Health and Human Services 1989), in 
which considerable attention was devoted to 
the social, economic, and legislative aspects of 
tobacco consumption, the need to place to¬ 
bacco in a larger context was made apparent. 
Accordingly, this report now examines the 
broad issues that surround the production and 
consumption of tobacco in the Americas. 


Development of the Report 
The 1992 Surgeon General’s report was pre¬ 
pared by the Office on Smoking and Health 
(OSH), National Center for Chronic Disease 
Prevention and Health Promotion, Centers for 
Disease Control, Public Health Service, U.S. 
Department of Health and Human Services, as 
part of the department’s responsibility, under 
Public Law 91-222, to report current infor¬ 
mation on smoking and health to the U.S. 
Congress. 

OSH, a World Health Organization Col¬ 
laborating Center for Smoking and Health, 
works closely with the Pan American Health 


Organization (PAHO). In the Regional Plan of 
Action for the Prevention and Control of 
Tobacco Use, PAHO responded to the thirty- 
third meeting (1988) of its Directing Council, 
which recommended that PAHO (1) collab¬ 
orate with the countries of the Americas in the 
development of national programs for the 
prevention and control of smoking and (2) 
cooperate with member states and government 
and nongovernment centers and groups in 
identifying and mobilizing resources to con¬ 
tribute to this plan of action (PAHO 1989). 

In February 1988, the Surgeon General, 
then C. Everett Koop, M.D., Sc.D., and the 
PAHO Director, Carlyle Guerra de Macedo, 
M.D., M.P.H., agreed to the development of a 
Surgeon General’s report that focuses on 
smoking in the Americas. OSH and the Health 
of Adults Program of PAHO began work on 
this project. 

OSH and PAHO presented the concept of a 
collaborative effort to attendees of the Fourth 
PAHO Subregional Workshop on the Control 
of Tobacco (Central America) in November 

1988. Meetings of the Latin American Co¬ 
ordinating Committee on Smoking Control 
were also attended by OJ>H and PAHO staff in 
Santa Cruz, Bolivia (January 1989), and in 
Port of Spain, Trinidad and Tobago (March 
1989). 

Four experts on tobacco and health (from 
Brazil, Canada, Colombia, and Costa Rica) 
served on the Senior Editorial Board, and a 
collaborator was identified in each of the 
participating member states. In September 

1989, work began otfthe current report and on 
a country-by-country summary of the current 
sums of tobacco prevention and control in the 
Americas, which PAHO is issuing as a com¬ 
panion document to this report (PAHO 1992). 

The current report has been prepared from 
reviews written by experts in the historical, 
sociodemographic, epidemiologic, economic, 
legal, and public health aspects of smoking in 
the Americas. In addition to standard bib¬ 
liographic sources, the report us^s dau sup¬ 
plied by the U.S. Department of Agriculture, 
the Centers for Disease Control, The World 
Bank, the World Health Organization, the 
Economic Commission for Latin America and 
the Caribbean, the Caribbean Community 
Secretariat, the Latin American Center on 
Demography, the International Union Against 
Cancer, the International Organization of 
Consumers Unions, the American Cancer 
Society, and the Latin American Coordinating 
Committee on Smoking Control. 

In addition, this report uses information 
derived from a dau collection instrument 
developed by PAHO (with technical assistance 
from OSH) for the companion report on the 
current status of tobacco prevention and 
control in PAHO’s member states. The data 
collection instrument requested current in¬ 
formation on tobacco cultivation, cigarette 
consumption, legislation, taxation, govern¬ 
ment and non-government programs to control 
tobacco, tobacco-use surveys, and tobacco- 
related disease impact. Detailed information 
,from this data collection instrument was re- 
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viewed at meetings in Caracas, Venezuela 
(February 1990), and Port of Spain, Trinidad 
and Tobago (March 1990), before incorpor¬ 
ation into PAHO’s country-by-country status 
report. 


Major Conclusions 

Five major conclusions have emerged from 
review of the complex factors affecting smok¬ 
ing in the Americas. The first two relate to the 
current size of the problem; the latter three, to 
current conditions that have an important 
influence on the prevention and control of 
tobacco use. 

1. The prevalence of smoking in Latin 
America and the Caribbean is variable but 
reaches 50 percent or more among young 
people in some urban areas. Significant 
numbers of women have taken up smoking 
in recent years. 

2. By 1985, an estimated minimum of 526,000 
smoking-attributable deaths were occur¬ 
ring yearly in the Americas; 100,000 of 
these deaths Recurred in Latin America 
and the Caribbean. 

3. In Latin America and the Caribbean, the 
current structure of the tobacco industry, 
which is dominated by transnational cor¬ 
porations, presents a formidable obstacle 
to smoking-control efforts. 

4. The economic arguments for support of 
tobacco production are offset by the long¬ 
term economic effects of smoking-related 
disease. 

5. Commitment to surveillance of tobacco- 
related factors—such as prevalence of 
smoking; morbidity and mortality; know¬ 
ledge, attitudes, and practices; tobacco 
consumption and production; and pract¬ 
ices ; tobacco consumption and production; 
and taxation and legislation—is crucial 
to the development of a systematic program 
for prevention and control of tobacco use. 


Summary 

The use of tobacco in the Americas long 
predates the European voyages of discovery. 
Among indigenous populations, tobacco was 
used primarily for the pharmacologic effects of 
high doses of nicotine, and it played an 
important role in shamanistic and other spiri¬ 
tual practices. Its growth as a cash crop began 
only after the European market was opened to 
tobacco in the early and mid-seventeenth 
century. During early colonial times, the focus 
for tobacco cultivation shifted from Latin 
America and the Caribbean to North America, 
where a light, mellow brand of tobacco was 
grown. Despite anti tobacco movements, the 
popularity of tobacco increased dramatically 
after the U.S. Civil War, and by the early part 
of the twentieth century, the cigarette had 
emerged as the tobacco product of choice in 
the United States. 

The first half of the twentieth century 
witnessed a spectacular increase in the popu¬ 
larity of cigarettes and in the growth of several 
major cigarette manufacturing companies in 


the United States. Interest in international 
expansion was minimal until after World War 
II. In the early 1950s, preliminary reports of 
the health effects of tobacco first appeared; 
these were followed in 1964 by the first report 
of the Surgeon General on the health effects of 
smoking (Public Health Service 1964). These 
events, which were accompanied by a down¬ 
turn in U.S. tobacco consumption, ushered in 
a period of rapid international expansion by 
the tobacco companies. Their expansion into 
Latin America and the Caribbean was typified 
by a process of denationalization—that is, the 
abandonment of local government tobacco 
monopolies and the creation of subsidiaries by 
U.S. and British transnational tobacco corpor¬ 
ations. The transnational companies were 
particularly successful in altering local demand 
by influencing consumer preferences. Local 
taste for dark tobacco in a variety of forms was 
largely replaced by demand for the long, 
filtered, light-tobacco cigarettes produced by 
the transnational companies. 

During the 1980s, several divergent forces 
influenced the consumption of tobacco in Latin 
America and the Caribbean. Changing demo- 
graphs (primarily declining birth and death 
rates and an overall growth in the population), 
increasing urbanization, improving education, 
and the growing entry of women into die labor 
force—all expanded the potential market for 
tobacco. Although systematic surveillance evi¬ 
dence is lacking, an increased prevalence of 
smoking among young people, particularly 
women in urban areas, appears to have 
occurred during this period.^ countervailing 
force, however, was the major economic down¬ 
turn experienced by most countries of Latin 
America and the Caribbean during the 1980s. 
The result was that despite the increasing 
prevalence of smoking in some sectors of the 
population, overall consumption of tobacco 
declined. Unlike the decline in North America, 
however, the decline in Latin America and the 
Caribbean seems to have been based on income 
elasticity rather than on health concerns. 

The health burden imposed by smoking in 
Latin America and the Caribbean is currently 
smaller than that in North America. A con¬ 
servative estimate is that, by the mid-1980s, at 
least 526,000 deaths from smoking-related 
diseases were occurring annually in the Amer¬ 
icas and that approximately 100,000 of these 
deaths occurred in Latin America and the 
Caribbean. Since the smoking epidemic is 
more recent, less widespread, and less en¬ 
trenched in Latin America and the Caribbean 
than in North America, it may be thought of as 
less “mature”—that is, sufficient time has not 
yet elapsed for the cumulative effects of 
tobacco use to become manifest. Because 
health data from Latin American and Carib¬ 
bean countries vary in consistency and com¬ 
prehensiveness, establishing overall trends for 
morbidity and mortality is difficult. None¬ 
theless, the available evidence suggests an 
important contrast between North America on 
the one hand, and Latin America and the 
Caribbean on the other. In the United States 
and Canada, smoking-associated mortality is 
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high and increasing because of high consump¬ 
tion levels in the past, but prevalence of 
smoking is declining. In Latin America and 
the Caribbean, prevalence of smoking is high 
in some sectors, but smoking-attributable 
mortality is still low compared with that for 
North America. This contrast augurs poorly 
for public health in Latin America and the 
Caribbean, unless action is taken. 

The health costs of smoking are consider¬ 
able. The U.S. population of civilian, non- 
institutionalized persons aged 25 years or older 
who ever smoked cigarettes will incur lifetime 
excess medical care costs of 5501 billion. The 
estimated average lifetime medical costs for a 
smoker exceed those for a nonsmoker by over 
56,000. This excess is a weighted average of 
the costs incurred by all smokers, whether or 
not they develop smoking-related illness. For 
smokers who do develop such illnesses, the 
personal financial impact is much higher. 

Available data do not permit a firm estimate 
for Latin America and the Caribbean. The 
estimate will probably vary with the health 
care structure of the country, but the burden is 
likely to increase with increasing development 
and industrialization. Nonetheless, early evi¬ 
dence suggests that smoking-prevention pro¬ 
grams can be cost-effective under current 
economic circumstances. 

The economics of the tobacco industry in 
the Americas are complex. Although tobacco 
had long been thought to be an inelastic 
commodity, it has been demonstrated to be 
both price and income elastic. Such elasticity 
renders tobacco use susceptible to control 
through taxation and other disincentives. Rev¬ 
enues from tobacco have been an important, 
though variable, source of funds for govern¬ 
ments, but the case for promoting tobacco 
production on economic grounds is weak. 
Currently, only a few countries of Latin 
America and the Caribbean have economies 
that are largely dependent on tobacco pro¬ 
duction. The current economic picture, 
coupled with consumer responsiveness to in¬ 
come and price and the potential health 
hazards, has created a sufficient opportunity 
for tobacco control in Latin America and the 
Caribbean. 

This opportunity is reflected, to some ex¬ 
tent, in the fact that most countries of the 
Americas have legislation that controls tobacco 
use. Restrictions on advertising, the require¬ 
ment of health warnings on tobacco products, 
limits on access to tobacco, and restrictions on 
public smoking have all been invoked. The 
legislative approach is not systematic, however, 
and in many countries, the programs have 
gaps. Furthermore, the extent to which such 
legislation is enforced is not fully known. 
Nonetheless, the pace of enactment suggests a 
growing awareness of the potential efficacy of 
the legislative approach. 

* Overall, the public health approach to 
tobacco control in Latin America and the 
Caribbean is variable. Many countries have 
adopted some elements of comprehensive con¬ 
trol, including (in addition to legislation and 
taxation) the development of national co¬ 


alitions, the promotion of education and media- 
based activities, and the development and 
refinement of surveillance systems. Few coun¬ 
tries, however, have adopted the unified ap¬ 
proach that characterizes, for example, the 
program in Canada. 

The potential exists in the Americas for a 
strong, coordinated effort in smoking control 
at the local, national, and regional levels. The 
high prevalence of smoking that is emerging in 
many areas is a clear indicator of an ap¬ 
proaching epidemic of smoking-related dis¬ 
ease. The potential for decreasing consump¬ 
tion in Latin America and the Caribbean has 
been well demonstrated, albeit by the un¬ 
fortunate mechanism of an economic down¬ 
turn. The potential for a decline in smoking 
prevalence motivated by health concerns has 
been well demonstrated in North America. 
Furthermore, the importance of tobacco manu¬ 
facturing and production to local economies is 
undergoing considerable scrutiny. Regional 
and international plans for tobacco control 
have been developed and are being imple¬ 
mented. For persons in the Americas in the 
coming years, the individual decision to smoke 
may well be made in an environment that is 
increasingly cognizant of the costs and hazards 
of smoking. 


Chapter Conclusions 

Following are the specific conclusions from 

each chapter in this report: 

# ** 

Chapter 2. The Historical Context 

1. Tobacco has long played a role, chiefly as a 
feature of shamanistic practices, in the 
Cultural and spiritual life of the indigenous 
populations of the Americas. This usage by 
a small group of initiates contrasts sharply 
with the widespread tobacco ^addiction of 
contemporary American societies. 

2. During the latter half of the nineteenth 
century, amalgamation of major U.S. ciga¬ 
rette firms coincided with the emergence of 
the cigarette as the most popular tobacco 
product in the United States. 

3. In Latin America and the Caribbean, 
through a process of denationalization and 
the formation of subsidiaries, a few trans¬ 
national corporations now dominate the 
tobacco industry. The current structure of 
the industry presents a formidable obstacle 
to smoking-control efforts, 

4. After rapid growth in per capita tobacco 
consumption in Latin America and the 
Caribbean during the 1960s and 1970s, a 
severe economic downturn during the 
1980s led to a decline in tobacco con¬ 
sumption. In the absence of counter¬ 
measures, an economic recovery is likely to 
instigate a resurgence of tobacco consump¬ 
tion. 


Chapter 3. Prevalence and Mortality 
1. Certain sociodemographic phenomena— 
such as change in population structure, 
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increasing urbanization, increased avail¬ 
ability of education, and entry of women 
into the labor force—have increased the 
susceptibility of the population of Latin 
America and the Caribbean to smoking. 

2. The lack of systematic surveillance in¬ 
formation about the prevalence of smoking 
in most areas of Latin America and the 
Caribbean hinders comprehensive control 
efforts. Available information reflects a 
variety of survey methods, analytic 
schemes, and reporting formats. 

3. Available data indicate that the median 
prevalence of smoking in Latin America 
and the Caribbean is 37 percent for men 
and 20 percent for women. Variation 
among countries is considerable, however, 
and smoking prevalence is 50 percent or 
more in some populations but less than 10 
percent in others. In general, prevalence is 
highest in the urban areas of the more- 
developed countries and is higher among 
men than among women. 

4. The initiation of smoking (as measured by 
the prevalence of smoking among persons 
20 to 24 years of age) exceeds 30 percent in 
selected urban areas. Although systematic 
time series are not available, the data 
suggest that more recent cohorts (especially 
of women) in the urban areas of more- 
developed countries are adopting tobacco 
use at a higher rate than did their pre¬ 
decessors. 

5. The smoking epidemic in Latin America 
and the Caribbean is not yet of long 
duration or high intensity, and the mor¬ 
tality burden imposed by smoking is small¬ 
er than that for North America. By 1985, 
an estimated minimum of 526,000 smok¬ 
ing-attributable deaths were occurring 
each year in all the countries of the 
Americas; 100,000 of these deaths occurred 
in Latin American and Caribbean coun¬ 
tries. 

6. The estimate of 526,000 deaths annually is 
conservative and is best viewed as the first 
point on a continuum of such estimates. 
However, it provides an order of mag¬ 
nitude for the number of smoking-attribu¬ 
table deaths in the Americas. 

7. The time lag between the onset of smoking 
and the onset of smoking-attributable dis¬ 
ease is foreboding. In North America, a 
high prevalence of smoking, now declining, 
has been followed by an increasing burden 
of smoking-attributable morbidity and 
mortality. In Latin America and the Carib¬ 
bean, rising prevalence portends a major 
burden of smoking-attributable disease. 


Chapter 4. Economics of Tobacco Consumption 
in the Americas 

L Because the health costs of tobacco con¬ 
sumption result from cumulative exposure, 
they are most pronounced in the econ¬ 
omically developed countries of North 
America, which have had major long-term 
exposure. Since many countries of Latin 
America and the Caribbean are experi¬ 


encing an epidemiological transition, the 
economic impact of smoking is increasing. 

2. The economic costs of smoking are a 
function of the economic, social, and 
demographic context of a given country. In 
the United States, estimated total lifetime 
excess medical care costs for smokers 
exceed those for nonsmokers by $501 
billion—an average of over $6,000 per 
current or former smoker. Similar formal 
estimates for many Latin American and 
Caribbean countries are not available. 

3. Evidence of the cost-effectiveness of smok¬ 
ing control and prevention programs has 
increased. In Brazil, for example, the cost 
of public information and personal smok¬ 
ing-cessation services is estimated at 0.2 
to 2.0 percent of per capita gross national 
product (GNP) for each year of life gained; 
treatment for lung cancer costs 200 percent 
of per capita GNP per year of life gained. 

4. In Latin America and the Caribbean, as 
GNP increases, cigarette consumption in¬ 
creases, particularly at lower income levels. 
This effect is attenuated at higher income 
levels. 

5. Advertising tends to increase cigarette 
consumption, although the relationship is 
difficult to quantify precisely. Advertising 
restrictions are generally associated with 
declines in consumption and, hence, are an 
important component of tobacco-control 
programs. 

6. The case for promoting increased tobacco 
production on economic grounds should be 
reconsidered. Although tpbaepo is typically 
m very profitable crop, much of the ad¬ 
vantage of producing tobacco stems from 
the various subsidies, tariffs, and supply 
restrictions that support the high price of 
tobacco and provide economic rents for 
tobacco producers. Although the tobacco 
industry is a significant source of em¬ 
ployment, production of alternative goods 
would generate similar levels of employ¬ 
ment. 

7. Increases in the price of cigarettes, which 
are a price-elastic commodity, cause de¬ 
creases in smoking, particularly among 
adolescents. Excise taxes may thus be 
viewed as a public health measure to 
diminish morbidity and mortality, al¬ 
though the precise impact of taxes on 
smoking will be influenced by local econ¬ 
omic factors. 


Chapter 5. Legislation to Control the Use of 

Tobacco in the Americas 

1. Legislation that affects the supply of and 
demand for tobacco is an effective mech¬ 
anism for promoting public health goals for 
the control of tobacco use. 

2. Although the direct effects of legislation 
are often difficult to specify because of 
interaction with a variety of other factors, 
there are numerous examples of an im¬ 
mediate change in tobacco consumption 
subsequent to the enactment of new laws 
and regulations. 250 1 234655 
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3. Most countries of the Americas have 
legislation that restricts cigarette adver¬ 
tising and promotion, requires health warn¬ 
ings on cigarette packages, restricts smok¬ 
ing in public places, and attempts to control 
smoking by young people. These laws and 
regulations, however, vary in their specific 
features. In many areas, the current level of 
enforcement is unknown. 


Chapter 6. Status of Tobacco Prevention and 

Control Programs in the Americas 

1. A basic governmental and nongovern¬ 
mental infrastructure for the prevention 
and control of tobacco use is present in 
most countries of the Americas, although 
programs vary considerably in their degree 
of development. 

2. The need is now recognized, and work is 
under way, for developing a comprehen¬ 
sive, systematic approach to the surveil¬ 
lance of tobacco-related factors in the 
Americas, including the prevalence of 
smoking; smoking-associated morbidity 
and mortality; knowledge, attitudes, and 
practices with regard to tobacco use; 
tobacco production and consumption; and 
taxation and legislation. 

3. School-based educational programs about 
tobacco use are not yet a major feature of 
control activities in Latin America and the 


Caribbean. The few evaluation studies 
reported indicate that such programs can 
be effective in preventing the initiation of 
tobacco use. 

4. Cessation services in most countries of the 
Americas are often available through 
church and community organizations. Pri¬ 
vate and government-sponsored cessation 
programs are uncommon. 

5. Media and public information activities for 
tobacco control are conducted in most 
countries of the Americas, but the extent of 
these activities and their effect on behavior 
are unknown. 
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